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Definitions
Menstrual Hygiene:

Menstruation is the vaginal bleeding that occurs in about adolescent girls and women as a result of hormonal changes. 
It normally happens in a predictable pattern, once a month. A normal menstrual period usually occurs every 28 days. 
Menstruation is a part of Menstruation cycle, which helps a women body prepare for the possibility of pregnancy each 
month. Menstrual Hygiene is a problem for many adolescent girls and women, who lack the privacy to properly      
maintain the hygienic practice during menstruation period. Once a girl begins menstruating, she need to choose from 
the various menstrual hygiene products which are available to keep her safe from hazards. Menstrual Hygiene refers 
to the set of practices in associated with the prevention of health and healthy living.

Menstrual Management: 

When girls begin to menstruate, they need to take a few steps to deal with their menstrual flow and to maintain general 
hygiene. The following are some general measures that can help you continue your daily routine without being            
interrupted by your periods:

1. Managing menstrual flow to prevent menstrual fluid from soiling the clothes.
2. Maintaining proper hygiene and cleanliness.
3. Eating a balanced diet to provide the body essential nutrients.
4. Maintaining an active lifestyle while avoiding stress and tension.

These measures are known as menstrual management.

UTI (urinary tract infection, also known as acute cystitis or bladder infection): UTI is an infection that affects part of 
the urinary tract.

STI (Sexually transmitted infections): STI is infections that are commonly spread by sexual intercourse.

RTI (Reproductive tract infection): RTI is infections that affect the reproductive tract, which is part of the Reproductive System. 

ANC (Antenatal care): Antenatal care is the clinical assessment of mother and fetus during pregnancy, for the purpose 
of obtaining the best possible outcome for the mother and child. It is important for monitor the status of pregnancy 
and identify the complications associated with the pregnancy. Regular antenatal care throughout pregnancy is          
emphasized by the medical professional.

Delivery Care: This is a care during delivery. A woman giving birth in a hospital may leave the hospital as soon as she 
is medically stable and chooses to leave, which can be as early as a few hours postpartum, though the average for a 
vaginal birth is 1–2 days, and the average caesarean section postnatal stay is 3–4 days. During this time, the mother 
is monitored for bleeding, bowel and bladder function, and baby care. 

PNC (Postnatal care): Postnatal care is a crucial component of safe motherhood and neonatal health. Postnatal cares 
provide an opportunity to assess and treat complications and to counsel mothers on how to care for themselves and 
their newborn. Follow up contacts for postnatal care are recommended at least at 2-3 days, 6-7 days, and at 6 week.
Family planning: The practice of controlling the number of children limited and the intervals between their births, 
particularly by means of using any contraception. 

HIV/AIDS: AIDS (acquired immunodeficiency syndrome) is a chronic, potentially life-threatening condition caused by 
the human immunodeficiency virus (HIV). By damaging immune system, HIV interferes with body's ability to fight the 
organisms that cause disease. HIV is a sexually transmitted infection. It can also be spread by contact with infected 
blood or from mother to child during pregnancy, childbirth or breast-feeding. It can take years before HIV weakens 
body’s immune system to the point that body has AIDS.

Cervical Cancer: Cancer that forms in tissues of the cervix (the organ connecting the uterus and vagina). It is usually 
a slow-growing cancer that may not have symptoms but can be found with regular Pap tests (a procedure in which 
cells are scraped from the cervix and looked at under a microscope). 

Unwanted pregnancy: Unwanted pregnancy is pregnancies that are mistimed, unplanned or unwanted at the time of conception.

Menstrual regulation (MR): MR is a procedure to establish non pregnancy that is performed by a trained provider 
in a facility and within the permissible number of weeks LMP (according to the type of provider). 

Abortion: Abortion is the termination of a pregnancy through the removal of an embryo or fetus from the uterus in 
order to end a pregnancy by a procedure or action taken by a medically trained provider ( Doctor) 

Sanitation: Sanitation is the hygienic means of promoting health through prevention of human contact with the 
hazards of wastes as well as the treatment and proper disposal of sewage or waste water. 

Sexual harassment: Sexual harassment is any unwanted or unwelcome sexual behavior, which makes a person feel 
offended, humiliated or intimidated. It can be occurred in workplace and inside the community.

Household: A household unit is mainly a dwelling place (Khana) together a group of persons, normally related, are 
living together and taking food from the same kitchen.
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Embassy of the Kingdom of the Netherlands (EKN) has 
sanctioned a grant to SNV Bangladesh under a project to 
promote Sexual and Reproductive Health and Rights 
(SRHR) issues among female Readymade Garment 
(RMG) workers through Inclusive Business (IB) model. 
This study is a part of the aforementioned project. 
Through this study, SNV aims to find out the SRHR needs 
of the workers, among their needs’ hierarchy, how much 
importance workers give to SRHR related issues and how 
community influences on health seeking behavior.

The study was conducted in three areas in Dhaka-Savar, 
Gazipur and Naryanganj. Both qualitative and quantita-
tive approaches were used. Under quantitative 
approach, a sampled survey was conducted under a 
stratified sampling design with a selected sample of 592 
RMG female workers. The face-to-face interview was 
conducted both in factory premises and workers’ 
community. A semi-structured questionnaire was used 
to administer the interview which was pre-tested before 
the field work was embarked upon. Under qualitative 
approach, 6 Focus Group Discussions (FGD) were 
conducted with RMG female workers. In complement to 
survey data and FGD, 6 Key Informant Interviews (KII) 
were conducted with Worker’s Participatory Committee 
(WPC) members and community influencers. 

Most of the surveyed female workers are young. The 
results show that average age of the surveyed female 
garment workers is 24.4 years. Most of the respondents 
completed either primary or secondary education and 
their average monthly income is only BDT 6690. The 
respondent workers placed reproductive health issues in 
second position (jointly with Water and Sanitation) in 
their priority list of needs (as per average ranking scores 
of the priority list). The workers are primarily concerned 
about their basic needs as most of them (72%) ranked 
‘Basic needs’ as 1st in their priority list of needs. 

Most of the respondent workers seemed to have   
knowledge on MR/Menstrual management/Abortion/ 
Unwanted pregnancy (95%) and menstrual hygiene 
(91%). More than half of the workers however did not 
have knowledge/awareness on UTI/RTI/STI (59.3%), 
HIV/AIDS (50%) and Sexual harassment (62%). The 
workers, who were aware about different SRHR issues, 
also showed their awareness (in most of the cases) 
about the places where SRHR related health facilities 
were available. To find out the degree of importance 
that the workers gave on different SRHR issues, they 

were asked to rank the SRHR issues that are known to 
them. The average ranked scores revealed that the top 
three (03) important SRHR issues to the respondents 
were respectively Menstrual Hygiene, MR/Abortion/ 
Unwanted pregnancy and Family planning. 

The survey findings reveal that 63% workers suffered 
from different SRHR related issues. The incidence of 
suffering from SRHR related issues was found higher 
among married (66%) workers in comparison to 
unmarried workers (44%). Elder workers appear to be 
more prone to SRHR issues than younger workers. 
Overall. 31% respondents accepted family planning 
methods including emergency contraception. However, 
this rate is few higher (39%) among married female 
workers. In comparison with general eligible couple 
(ELCO), this figure is much lower than national figure. 
Among all the other key SRHR issues, MR/Menstrual 
Hygiene/Abortion/Unwanted Pregnancy (24%) and 
Menstrual Hygiene (19%) were the top 2 issues they 
had suffered during the last one year. Besides 5% 
respondents suffered from UTI/STI/RTI related issues. 
However, the FGD findings suggest that the majority of 
the participants did not suffer from any kind of major 
SRHR issues over the past one year. During this time 
they had suffered from menstrual pain, vaginal 
itchiness and excessive white discharge which were 
easily curable.

Most of the workers (93%) who suffered from different 
SRHR issues availed health services and 59% of them 
took this service from pharmacy operators followed by 
MBBS doctors (16%), Govt. hospitals (12%) and 
NGOs/Clinics (9%) and informal providers (9%).    
However, a small portion of workers availed SRHR 
health services from factory health centers. The FGD 
participants expressed that as they had not suffered 
from major SRHR related issues, they did not avail 
service from any formal places in most of the cases. 
Most of them availed health services from pharmacy 
operators and a few of them visited government       
hospitals. One of the main reasons of choosing       
pharmacy was proximity. Respondents of KIIs also 
revealed similar responses in this regard. The workers 
were satisfied with the services they received from both 
formal and informal providers. However, a few  
respondents were found unsatisfied with services they 
had received from Govt. Hospitals (7%). The FGDs and 
KIIs reveal that they have to face long queues and 
waiting hours in the hospital to attend doctors which 
might cause such dissatisfaction. 

About 96% of the respondent workers who suffer from 
different SRHR issues were found to have used SRHR 
products during the last one year. The most frequently 
used product was medicine/Saline/ointment (72%) 
followed by oral contraceptive pill (35%) and injection 
(12%). Condom (4%) and Sanitary Napkin (5%) were 
the other two notable products stated by the workers. 
However, the participants of the FGDs and KIIs were 
more vocal about the traditional home remedies such as 
warm water as the initial treatment for SRHR issues 
instead of taking any SRHR products. 

About 34% of the female workers neither availed any 
SRHR services nor any SRHR products. Pharmacy 
(89%) was the most used source for availing SRHR 
products. Same findings were expressed in the FGDs 
and KIIs in this regard. As per FGDs and KIIs partici-
pants, they availed SRHR products from pharmacy 
mainly because of availability of different types of SRHR 
products. Besides, proximity was another factor. Notice-
ably, about 10% respondents were found to have 
collected products from health centers of factories. 
Though the numbers are not much but it gives the 
impression that workers may collect SRHR products 
from the factory premises upon availability. Most of the 
respondents (68%) were found very satisfied with   
products they used. However, a few of them (12%) 
were found to be unsatisfied. The qualitative findings 
show that respondents were satisfied with the        
medicines and injections they availed. However, some 
participants opined that they suffered from problems 
like dizziness, nausea, itching and burning in the vagina 
area because of using low priced condoms. 

Sexual harassment did not come up. Two respondents 
were found to have suffered from sexual harassment 
but did not voice the issue to anyone else. One of them 
was for shame and another one presumed that she 
would not get due judgment. The workers mainly visited 
pharmacy (71%) to avail treatment for general health 
problems. The main reason of selecting pharmacy was 
due to its’ proximity (47%).However, the qualitative 
findings show that married workers discussed with their 
husbands and unmarried workers discussed with their 
mothers in these regards. Taking treatment from 
factory health center has been noticed also. The aver-
age ranking score of the influencers reveal that 
husbands, other relatives and community peers are the 
most important influencers for the workers. Similar 
findings can be seen in the qualitative responses in this 
regard. The distribution of 1st rank shows that about 
78% married workers took advice from their husbands 
regarding SRHR issues and unmarried workers (61%) 
however took advice on this mainly from other relatives 
(mainly immediate family members).

Only 5% of the workers mainly faced obstacles from 
husbands and in-laws. Few respondents considered 
financial issue as a factor for not availing health           
facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. 
were the main problems they faced. 

The qualitative findings suggest that some SRHR issues 
such as vaginal bleeding, menstrual irregularity, vaginal 
infection, excessive white discharge etc. are taken to be 
an extensive portion of general health issues. Therefore, 
respondents avail the treatment from the same source as 
general health without attaining UTI/RTI/STI treatment 
from any specific source. The respondents in the KII 
expressed their desire to use sanitary napkins if the 
prices are lower. However, the FGDs have dissimilar 
findings which state that workers have no interest in 
using sanitary napkins and have increased satisfaction in 
using the rags which they avail from the factories for free.

From the KIIs, we can state that the needs of the 
female workers differ slightly than the FGD respondents 
as they have mentioned accommodation provided by 
the workplace, transport facilities provided by the 
employer, maternity leave and a hospital within their 
proximity, as vital needs in their life.

The survey data indicates that respondents are 
concerned about SRHR issues and positioned it as second 
most important issue in the priority list, right behind 
basic needs. However, the level of awareness of the two 
issues UTI/RTI/STI and Sexual Harassment was found 
comparatively low as compared with other issues. The 
three modes of interviewed data indicate that the     
workers are keen to attend the informal service providers 
and traditional healers, over formal and recognized SRHR 
service provision. This may be due to the proximity and 
affordability of the traditional healers and informal 
providers. 

However, workers showed interest to use the same if it 
is available at an affordable price. Husband is emerged 
as the key influencer for married workers, immediate 
family members for the unmarried workers. They dictate 
workers’ SRHR preferences. Again, it can be seen that 
the husband’s influential and dominating roles upon the 
married women restrain them from availing the SRHR 
services adequately. Therefore, to address the SRHR 
issues properly on behalf of the workers, arranging 
workshops with these influencers can be pondered to 
equip them with proper knowledge. Additionally,           
interventions are needed to address the importance of 
availing SRHR related treatment from the formal 
sources. Appointing female doctors in the factory health 
service centers can be a viable step in this regards.

Executive Summary
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1.1 Background

SNV Bangladesh has received a grant from the Dutch Embassy (EKN) for “Promoting Sexual and Reproductive Health 
and Rights (SRHR) through Inclusive Business Practices within Ready Made Garment (RMG) Industry in Bangladesh.”  
Innovision Consulting Bangladesh has undertaken a value chain analysis (VCA) of the RMG industry from the            
perception of ensuring SRHR through inclusive models in the RMG value chain. Although multiple donors and              
development agencies, including Dutch Embassy (EKN), have been undertaking SRHR initiatives for addressing 
improved working conditions for female factory workers in the RMG sectors, gaps still persist with regards to achieving 
transformative and behavioral changes of SRHR. Though the RMG sector is aiming to remain globally competitive, 
SRHR initiatives are rarely established based on economic rationale; the focus is still limited to awareness raising and 
education.

A scoping study conducted by EKN and conducted by Beerenschot, Morret&Bosboom (BMB) Mott MacDonald              
emphasized on numerous gaps in the policy and planning of the current donor funded projects. The scoping study 
revealed that although awareness and education are the key focus in the projects, the projects are not based on 
pre-project formative research. A study conducted by Chowdhury et al (2014), highlights on the fact that interventions 
that are being undertaken fail to demonstrate a clear cut understanding of the needs, characteristics, priority and  
influence of the workers (Chowdhury et al, 2014). This report along with the BMB scoping study press on the urgency 
of transformative changes and concluded that the projects are yet to have prolonged effect on empowering the female 
workers, to enable them to take decisions and act upon the challenges exerted by their families and communities 
(MacDonald, 2013). 

Studies further emphasized on the phenomenon that the mind-set of the service providers needs to change with 
respect to adopting better strategies for sensitization on a such topics (SRHR) that is thought of as a taboo (Mckinsey 
& Company, 2011).SRHR is not a key agenda for advocacy in the RMG factories (as is the case for fire, safety and wage 
rate) and there is a strong gap in coordination amongst the projects (about 20 active projects on SRHR as identified 
by the scoping study team) which leads to overlaps in interventions. The study concluded that the projects lack a clear 
exit strategy that could ensure that the processes that are being promoted could be carried forward in a sustainable 
manner (MacDonald, 2013). 

The VCA analysis, commissioned by SNV andconducted by Innovision Consulting Bangladesh, investigated the degree 
to which the RMG value chain could incentivize the provision of SRHR for female workers and create the scope for  
inclusive business models that can be effective in the provision of SRHR for the female workers. The report summarized 
the findings from an in-depth qualitative analysis that was undertaken to analyze the prospect of intervening through 
the RMG value chain to create sustainable access to commodities and services that are critical to the provision of SRHR 
for the female RMG workers. 

The VCA analysis further suggested that the projects and interventions are yet to instigate transformative changes 
which could facilitate industry wide adoption of interventions on SRHR that could be financed and managed by the RMG 
value chain actors that includes the factories and buyers, and the SRHR service providers that includes NGOs and 
private sector commodity suppliers. Although there are evidences of factories, buyers, NGOs and commodity suppliers 
investing on their own to tackle the issues, these interventions are yet to be critically analyzed on their impact on 
SRHR. In this context an Inclusive Business model for tackling the SRHR issues of the RMG workers could stimulate 

systemic and transformative change resulting from improved health of workers contributing to increased productivity 
of the factories and reduced sourcing cost of the buyers and improved image of the consumers. However, this would 
require an in-depth understanding of worker’s needs with respect to SRHR. Even though existing literature has      
qualitative evidences, there appears to be limited quantitative analysis on SRHR needs of the RMG workers. 

Set on the aforementioned background, the current study is being framed on the female garment workers with the 
intention to derive a better understanding of their real need and demand of issues related to SRHR. Additionally, this 
study aims to highlight the community influence for availing SRHR products and services. In this study the needs 
hierarchy of the RMG female workers are identified and mapped on a priority scale. Additionally, the priority scale   
demonstrates where SRHR lies within the scale, and the level of importance denoted to SRHR by the female garments 
workers, amongst all other general needs. The study investigated the worker’s knowledge, awareness, health seeking 
behavior, community influences on their health seeking behavior and barriers to availing SRHR products and services. 
The study further investigated the incidence of different types of SRHR issues amongst female RMG workers. The study 
involved both quantitative and qualitative research methods. The qualitative research was undertaken to provide more 
depth to the quantitative analysis viz a viz through cases which could help understand the degree of the effects of lack 
of SRHR amongst the female RMG workers. 

1.2 Objectives of the Study

The objectives behind this study are as follows:

i. To identify the SRHR needs of female RMG workers among needs’ hierarchy
ii. To understand the importance garment workers give to SRHR issues
iii. To understand the community influences on health seeking behavior of the female RMG workers

1.3 Limitations of the Study

The samples (workers’ number) were stratified into three areas i.e. Gazipur, Narayanganj and Savar. However, another 
necessary stratification based on factory size (large, medium and low) could not be done because of unavailability of 
universalnumber of each type of factory size in each surveyed location. In addition, the sample size of the each area 
was proportionate to the total workers of each area found in the database of Department of Inspection for Factories 
and Establishments.However, this database does not seemcomprehensive. Hence, the sample is not representative of 
each surveyed location but, it is representative of the entire RMG workers.
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1.1 Background

SNV Bangladesh has received a grant from the Dutch Embassy (EKN) for “Promoting Sexual and Reproductive Health 
and Rights (SRHR) through Inclusive Business Practices within Ready Made Garment (RMG) Industry in Bangladesh.”  
Innovision Consulting Bangladesh has undertaken a value chain analysis (VCA) of the RMG industry from the            
perception of ensuring SRHR through inclusive models in the RMG value chain. Although multiple donors and              
development agencies, including Dutch Embassy (EKN), have been undertaking SRHR initiatives for addressing 
improved working conditions for female factory workers in the RMG sectors, gaps still persist with regards to achieving 
transformative and behavioral changes of SRHR. Though the RMG sector is aiming to remain globally competitive, 
SRHR initiatives are rarely established based on economic rationale; the focus is still limited to awareness raising and 
education.

A scoping study conducted by EKN and conducted by Beerenschot, Morret&Bosboom (BMB) Mott MacDonald              
emphasized on numerous gaps in the policy and planning of the current donor funded projects. The scoping study 
revealed that although awareness and education are the key focus in the projects, the projects are not based on 
pre-project formative research. A study conducted by Chowdhury et al (2014), highlights on the fact that interventions 
that are being undertaken fail to demonstrate a clear cut understanding of the needs, characteristics, priority and  
influence of the workers (Chowdhury et al, 2014). This report along with the BMB scoping study press on the urgency 
of transformative changes and concluded that the projects are yet to have prolonged effect on empowering the female 
workers, to enable them to take decisions and act upon the challenges exerted by their families and communities 
(MacDonald, 2013). 

Studies further emphasized on the phenomenon that the mind-set of the service providers needs to change with 
respect to adopting better strategies for sensitization on a such topics (SRHR) that is thought of as a taboo (Mckinsey 
& Company, 2011).SRHR is not a key agenda for advocacy in the RMG factories (as is the case for fire, safety and wage 
rate) and there is a strong gap in coordination amongst the projects (about 20 active projects on SRHR as identified 
by the scoping study team) which leads to overlaps in interventions. The study concluded that the projects lack a clear 
exit strategy that could ensure that the processes that are being promoted could be carried forward in a sustainable 
manner (MacDonald, 2013). 

The VCA analysis, commissioned by SNV andconducted by Innovision Consulting Bangladesh, investigated the degree 
to which the RMG value chain could incentivize the provision of SRHR for female workers and create the scope for  
inclusive business models that can be effective in the provision of SRHR for the female workers. The report summarized 
the findings from an in-depth qualitative analysis that was undertaken to analyze the prospect of intervening through 
the RMG value chain to create sustainable access to commodities and services that are critical to the provision of SRHR 
for the female RMG workers. 

The VCA analysis further suggested that the projects and interventions are yet to instigate transformative changes 
which could facilitate industry wide adoption of interventions on SRHR that could be financed and managed by the RMG 
value chain actors that includes the factories and buyers, and the SRHR service providers that includes NGOs and 
private sector commodity suppliers. Although there are evidences of factories, buyers, NGOs and commodity suppliers 
investing on their own to tackle the issues, these interventions are yet to be critically analyzed on their impact on 
SRHR. In this context an Inclusive Business model for tackling the SRHR issues of the RMG workers could stimulate 

systemic and transformative change resulting from improved health of workers contributing to increased productivity 
of the factories and reduced sourcing cost of the buyers and improved image of the consumers. However, this would 
require an in-depth understanding of worker’s needs with respect to SRHR. Even though existing literature has      
qualitative evidences, there appears to be limited quantitative analysis on SRHR needs of the RMG workers. 

Set on the aforementioned background, the current study is being framed on the female garment workers with the 
intention to derive a better understanding of their real need and demand of issues related to SRHR. Additionally, this 
study aims to highlight the community influence for availing SRHR products and services. In this study the needs 
hierarchy of the RMG female workers are identified and mapped on a priority scale. Additionally, the priority scale   
demonstrates where SRHR lies within the scale, and the level of importance denoted to SRHR by the female garments 
workers, amongst all other general needs. The study investigated the worker’s knowledge, awareness, health seeking 
behavior, community influences on their health seeking behavior and barriers to availing SRHR products and services. 
The study further investigated the incidence of different types of SRHR issues amongst female RMG workers. The study 
involved both quantitative and qualitative research methods. The qualitative research was undertaken to provide more 
depth to the quantitative analysis viz a viz through cases which could help understand the degree of the effects of lack 
of SRHR amongst the female RMG workers. 

1.2 Objectives of the Study

The objectives behind this study are as follows:

i. To identify the SRHR needs of female RMG workers among needs’ hierarchy
ii. To understand the importance garment workers give to SRHR issues
iii. To understand the community influences on health seeking behavior of the female RMG workers

1.3 Limitations of the Study

The samples (workers’ number) were stratified into three areas i.e. Gazipur, Narayanganj and Savar. However, another 
necessary stratification based on factory size (large, medium and low) could not be done because of unavailability of 
universalnumber of each type of factory size in each surveyed location. In addition, the sample size of the each area 
was proportionate to the total workers of each area found in the database of Department of Inspection for Factories 
and Establishments.However, this database does not seemcomprehensive. Hence, the sample is not representative of 
each surveyed location but, it is representative of the entire RMG workers.
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Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available
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Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available
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Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available
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Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available

Characteristics Categories % Average

Age Up to 20 years 30.7 24.4
 21-25 years 36.7 
 26-30 years 23.3 
 More than 30 years 9.3 

Marital Status Married 81.8 
 Unmarried 16.7 
 Divorced 1.5 

Households composition Having one child 57 1.58
 Having two children 31 
 Having 3 children 8 
 Having 4-5 children 4 
 N 372 
 Number of male members  1.48
 Number of Female numbers  1.88
 Number of family members  3.37

Education Illiterate 9.3 N/A
 Can read and write 7.6 
 Up to Class V 36.0 
 Class VI-X 38.0 
 SSC 6.1 
 HSC 3.0 

Income Up to Taka 5000 12.0 6,689.6
 Taka 5001-7000 63.0 
 More than Taka 7000 25.0 

Work Experience One to six months 24.8 25 months
 Six months- one year 19.9 
 One to two years 23.3 
 Two to three years 10.0 
 Three to four years 10.1 
 Four to five years 4.6
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Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available
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Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available
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Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available
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Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available

19

MR/*MM/Abortion/Unwanted Pregnancy



Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available
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Chapter 2: Methodology
2.1 Research approach

The study was conducted using both quantitative and qualitative approach. The quantitative approach included     
face-to-face interview technique through a brief questionnaire for target respondents’ i.e. female RMG workers. The 
qualitative approach included Focus Group Discussion (FGD) and Key Informant Interviews. The reason of inclusion of 
FGDs and KIIs were to identify any hidden SHRH issues that may not have been revealed from quantitative survey.  
Table 1 below summarizes the different techniques adopted for the different research questions:

Table 1: Methodology Matrix

Study Question Techniques Respondents

Spontaneous awareness
about the needs of the workers Face to Face interview Female Workers

Ranking of their needs Face to Face interview Female Workers

Awareness on SRHR issues and where related
health facilities available  Face to Face interview, FGDs Female Workers

Incidence of suffering from different SRHR issues and 
seeking health facilities  Face to Face interview, FGDs Female Workers

Name of places they visited and products they used 
and rating of services they received Face to Face interview, FGDs Female Workers

Community influence like who they consult first, 
barriers etc. Face to Face interview, FGDs Female Workers

Health seeking behavior of the workers Key Informant Interview WPC Members and community  
   influencers

2.2 Respondents

The target respondents were female RMG workers. Additionally, community influencers (husbands) and members of 
the Workers Participatory Committee (WPC) were interviewed as key informants. 

2.3 Geographical Coverage and population

The study covered three areas: Savar, Gazipur and Narayanganj. It was ascertained from the website of the Bangla-
desh Garment Manufacturers and Exporters Association (BGMEA) that the total number of factories in the year of 
2012-13 was about 5600 and total employees in the sector numbered around four (04) million. However, the website 
does not have the area wise establishment number or employee number. Therefore, we had used the database of RMG 
sector establishments found in the website of Department of Inspection for Factories and Establishments (DIFE) under 
the Ministry of Labor and Employment. The main role and responsibility of DIFE is implementing labor laws and its 
regulations in factories and establishments. They sent inspection teams to the factories registered with them. The 
registered factories had to declare factory details including employee number during the registration process. The 
aforementioned database had been created based on these details. We had used the employee number of this data-
base to spilt total samples among targeted locations. 

2.4 Source of Data
Data was collected from primary sources through face to face interviews, FGDs and KIIs. However, several literatures 
have also been reviewed as secondary sources of information.

2.5 Sampling

2.5.1 Sample size determination
The following formula was used to determine the sample size for the quantitative survey:

Where n= total sample size
 p=estimate of key proportion to be measured, here p=0.5
 z=Confidence level, here z=1.96
 d= degree of accuracy, here d=0.05

After plotting these numbers the calculated sample size was 384. The final sample size was derived as 605 after consid-
ering 5% non-response rate and 1.5 design effect.

As per recommendation from SNV, 6 FGDs were conducted in three locations (2 FGDs per location). Each FGD involved 
an average of 10 participants (female RMG workers). The FGDs were conducted in their locality. The study team also 
conducted 6 Key Informant Interviews (2 from each location). The key informants were WPC members and community 
influencers (female elderly member in the community). 

2.5.2 Sampling Issues

It was preferable to stratify the sample into three strata based on factory size (based on employee number) i.e. large, 
medium and small, to make it representatives for at least the areas where the survey would be conducted. However, 
the total number of factories and the total number of workers based on areas are not available. Moreover, as mentioned 
before, the database of Department of Inspection for Factories and Establishments (DIFE) does not seem                 
comprehensive. Another issue is that the definition of factory size provided by Bangladesh Bureau of Statistics (BBS) 
is not relevant. According to BBS, a factory can be considered large if it has workers above 250, medium (>100<250) 
and small (<100). Hence, we calculated sample of each area proportionate to the total workers of each area found in 
the database of DIFE, as this database has been prepared after collecting workers number from the factory owners. 
Considering the time constraint, accessibility problem in factories and workload of the workers, it was decided to   
interview maximum 20 workers for the case interviews in the factory premises. The sample size of each area has been 
given below:

Table 2: Sample distribution

   Location Universe Proposed  Achieved Response   
  Sample Samples Rate(%)
   Savar 390,023 167 160   96
   Gazipur 807,517 346 340   98
   Narayanganj 215,734 92 92   100

   Total 1,413,274 605 592   98

2.5.3 Sample Selection

The sample unit i.e. the workers, was selected from both factories’ premises and their living places. In case of the 
factory-based interview, SNV provided a list of 30 factories for conducting interviews and the management of 13      
factories agreed to cooperate in this regard. The study team was able to manage another five (05) factories for this 
purpose. From these 18 factories, 360 respondents were interviewed. The management of these factories was 
requested to select workers from the production line randomly. 

The rest 232 respondents were selected from the worker’s community using a convenient sampling technique. The 
interviewers went to community and selected them conveniently from their households. Community based interviews 
were taken for Gazipur and Savar areas. 

However, the participants of the FGDs and respondents of KIIs were selected from the survey localities. Six FGD was 
conducted with RMG workers. The number of participants in each of the FGD was on average 8. As complementary 
methods, six KII were conducted (two from each area). For each KII, one WPC member and one community influencer 
were interviewed.

2.5.4 Tools for the study

The tools for all the three approaches were prepared in consideration to the study objectives. A semi-structured     
questionnaire was used for both face-to-face interviews and Key Informant Interviews (KIIs). A FGD guide was 
prepared for FGDs. The tools were prepared in consultation with SNV and additionally, were pre-tested. For            
face-to-face interviews, questions were asked based on the following issues:

• Ranking of several livelihood aspects, SRHR related issues and General healthcare
• Awareness on SRHR related issues such as menstrual hygiene, family planning, UTI/STI/RTI, Maternal healthcare etc.
• Availability of healthcare of SRHR related issues
• Importance ranking of SRHR related issues
• Incidence from any SRHR related issues in the last one year
• Availing health care services/products, place of availing and service quality
• Community influences on worker’s health seeking behavior

In the FGD guide, several topics were included for discussion such as incidence and suffering from general health and 
SRHR related problems, availability of health services, influencers, barriers etc. More or less same topics were also 
stated in the KII tools.The final tools were developed after incorporating necessary changes based on the feedbacks of 
the pre-test.  

2.6 Recruitment, Training and Field Execution

2.6.1 Recruitment

Total number of enumerators was Twenty (20) and three (3) supervisors were recruited to supervise them. Most of the 
enumerators were experienced in conducting surveys related to reproductive healthcare. It is worthwhile mentioning 
that these enumerators were selected after providing extensive training sessions and undergoing mock tests. they 
were selected from the enumerator’s pool of Innovision. All interviewers were female. For Focus Group Discussion and 
KII, three (3) experienced female moderators and three note takers were recruited.  

2.6.2 Training

For quantitative survey, a training session was held at a hired convention hall on November 29, 2014. The total number 
of participants in the training session was 24. The lead researcher and a female expert on SRHR issues provided the 
training. Issues discussed included-objective of the survey, issues of SRHR, and manners for interview. The other key 
topics discussed in the session were how to ask rank-based questions, symptom of different SRHR issues, different key 
terms- including definition used in questionnaire, a thorough explanation of all questions, difficulties in asking specific 
questions and how they should be asked, how non-response casescan be handled and how interviewers would be 
supervised etc. One senior official from SNV was present in the session who briefed the participants on the importance 
of the survey. At the end of the training session, a mock test was taken and based on the results of the test, 20 female 
enumerator were selected.

For FGD and KII, two male officials of SNV along with the study team from Innovision trained the three moderators. 
Each topic stated in the discussion guide/tools was discussed. Issues like how to incorporate additional sub-topics, 
importance of taking opinions of every participant of the FGDs, how to make participants comfortable so that they can 
give opinion regarding SRHR issues were also discussed.

2.6.3 Fieldwork or data collection including quality control

The fieldwork started on December 3, 2014 and ended on December 9, 2014. The data was collected under the super-
vision of the three (3) supervisors. As mentioned above, SNV helped to fix the factories for conducting the interviews. 
Three (3) supervisors were recruited to supervise overall quality control. They checked questionnaires on the spot, as 
well as before submission to the coder teams. A team of four experts worked on data scrutiny and data coding. They 
checked the questionnaires and sent back to the supervisors if any discrepancies were found. In addition, senior 
professionals of Innovision and SNV randomly visited the field to monitor the data collection work. Furthermore, some 
of the key questions of about 10% of the interviewed questionnaires were back checked over telephone.   

2.7 Data Management and report preparation

The collected data was processed using Foxpro and SPSS. An entry form was developed using FoxPro tools and several 
coded programs were used for data cleaning purposes. SPSS was used for analyzing the consistent data. 

All the FGD sessions and KII interviews were recorded. Before report writing, the transcript was prepared for each of 
the cases. The report was prepared based on the analytical tables and transcripts.

Chapter 3: Findings from Quantitative Survey
3.1 Demographic Profile of the respondents

Age: The average age of the respondents in this survey was 24 years. In the total sample, approximately 67% respon-
dents were less than 25 years, with 31% younger than 21 years, 23% in the middle age group (26-30) and only 9% 
in the older age group (more than 30 years). The survey data shows that about 82% female workers were married, 
around 17% unmarried and 1% divorced/separated/widow. Various surveys have shown that migrant workers have 
dominated the garment industry in Bangladesh. 

Household size, marital status and number of children per household: Against the national average of 4.8 members, the 
average household’s size of the respondents was found to be 3.4 with unequal distribution between male (1.48) and 
female members (1.88). Married/divorced workers having children members varied from 1 to 5. Most of them (88%) 
have 2 or less children. On average, married and divorced workers had 1.58 children. According to Ali et al. (2008), 
most of the workers migrate from rural area to Dhaka. A considerable number of RMG workers migrated from rural areas 
and have been living in Dhaka without their families. Thus RMG Female workers’ households have small families.

Educational status: Of the 592 respondents, 9% were illiterate and around 8% could only sign. 36% of them completed 
primary (class5) schooling, 38% completed secondary (class 6-10) schooling, 6% passed SSC and only 3% completed HSC.

Monthly income: The income included the worker’s monthly salary and other benefits like overtime etc.12% of respon-
dents reported having a monthly income of Tk. 5000 or less, 63% a monthly income of Tk. 5001-Tk.7000, and 25% a 
monthly income of more than Tk. 7000.However, the average monthly income of the respondents was Taka 6690.

Work experience: On average, the surveyed workers were found to have two years of working experience.  Out of the 
population, one forth (25%) workers had work experience of six months or less and 23% workers were 1-2 years experi-
enced. Besides, a little less than one-third workers (32%) were found to have more than two years of working experience.
Table 2 summarizes the demographic profile of the respondent workers. 

Table 3: Demographic profile of interviewed respondents

3.2 Importance of SRHR with respect to the basic needs of worker’s in their           
      needs’ hierarchy

The workers were asked to state the important issues for their livings spontaneously and further, to rank these issues 
in order to identify SRHR needs among needs’ hierarchy. The issues included were Accommodation, Food, Wage, Safe 
Drinking Water, Education, Commodity Price, Menstrual Hygiene, Sanitation, General Healthcare, Children’s and   
Reproductive Healthcare, clothing, security and employment. To present the findings of this ranking clearly and 
concisely, four variables were created after merging the responses of each issue into relevant variables. The responses 
under essential product price (except food products) however were not merged. Finally, the data of this issue was 
analyzed for the following five variables:

1. Basic needs (Accommodation, Food, Wage, Education, Clothing, Security and Employment)
2. WATSAN (Sanitation and Safe Drinking Water)
3. SRHR issues (Menstrual Hygiene and Reproductive Healthcare)
4. General Healthcare (General Healthcare and Children’s Healthcare)
5. Price of essential products (except food products)

The percentages of ranking distribution show that workers are overwhelmingly more concerned about the issues 
related to basic needs as compared with health related issues. 
As can be seen from the distribution of first ranked data, about 72% workers ranked ‘Basic needs’ at the first position.  
Less than one fifth workers (18%) ranked this issue at the second position. Few workers ranked basic needs in third 
(6%), fourth (2.5%) and fifth (0.8%) positions. 

WATSAN was ranked first by 9% workers. However, as per the distribution of second ranked data, highest number of 
workers (24%) considered it as the second most important issue. 

With regard to SRHR issues, 8% workers ranked it as the most important aspect. SRHR was ranked in second place by 18% 
workers whereas 21% workers ranked it in the third position which was highest in the distribution of third ranked data. 

Essential Product Price (except food products) was ranked first by 7.1% workers. The percentages for the next four 
rankings were as follows: Rank-2 (17%), Rank-3(15%), Rank-4 (9%) and Rank-5 (7%). Only 4% workers considered 

General Healthcare as first rank. This issue was ranked in second (14%), third (16%), fourth (15%) and fifth (12%) 
position by more or less similar number of workers.

Figure 1 : Distribution of rankings of important issues for living

3.3 Worker’s knowledge on SRHR
Worker’s knowledge on SRHR was assessed through the following variables:

- Awareness on different types of SRHR issues
- Influence of education on worker’s awareness of different types of SRHR issues
- Awareness on places from where workers could avail SRHR services
- Awareness on different types of service providers for the identified SRHR issues
Awareness on different types of SRHR issues

Awareness on MR and Menstrual Hygiene appears to be significantly high. Only 4% of the workers did not identify 
MR/MM/Abortion/Unwanted pregnancy as an important SRHR issue. Also, only about 9% of the workers did not identify 
Menstrual Hygiene as an important SRHR issue. This might be taken as an indication of the significance of MR and MH 
related problems amongst the workers which is further reflected on the priority ranking of the different types of SRHR 
issues (see subsequent analysis). However, it is striking that more than 62% of the workers did not identify sexual 
harassment as an important SRHR issue. The trend is somewhat similar with respect to UTI/STI/RTI and other issues 
like cervical and breast cancer. This might be either due to lower prevalence of these issues amongst the workers or 
due to shyness of the workers in discussing such issues. This is further analyzed in subsequent section. About 16.7% 

of the respondents were unmarried and about 30.7% were below the age of 20. This might be an underlying cause for 
relatively (with respect to MR and MH) higher number of respondents failing to identify family planning and maternal 
health as important SRHR issues. Figure 2 shows the distribution of the respondents with respect to their awareness 
on different types of SRHR issues 

Figure 2: Distribution of respondents with respect to awareness on different types of SRHR issues

Influence of education on worker’s awareness about SRHR issues

Our findings suggest insignificant influence of education on worker’s awareness about Menstrual Hygiene (Figure 3), 
MR/Menstrual Management/ Abortion/Unwanted Pregnancy (Figure 4) and awareness of maternal health (Figure 5). 
But it is interesting to note that illiterate workers showed higher degree of awareness on maternal health (figure 5) 
and awareness on family planning (figure 6)

Figure 3: Awareness of Menstrual Hygieneby Education

Figure 4: Awareness of MR/Menstrual Management/Abortion/ Unwanted Pregnancy by Education

Figure 5: Awareness of Maternal Health by Education

Figure 6: Awareness of Family Planning by Education

The findings suggest that education have influence on workers’ awareness on UTI/STI/RTI (figure 7), HIV/AIDS (figure 
8), Sexual Harassment (figure 9), cervical cancer and breast cancer (figure 10). In each of these cases, workers having 
higher educational qualification reported of having higher degree of awareness. 

Figure 7: Awareness of UTI/STI/RTI by Education

Figure 8: Awareness of HIV/AIDS by Education

Figure 9: Awareness of Sexual Harassment by Education

Figure 10: Awareness of Cervical Cancer/Problem/Breast Cancer by Education

Awareness on places from where workers could avail SRHR services

The workers, who were aware about various SRHR issues, also reported of having awareness on places from where 
they could avail services to address the SRHR related issues. However, a good percentage of workers are unaware of 
facilities from where they could avail services for HIV/AIDs (34%) and sexual harassment (27%).

Figure 11: Awareness on places where health facilities are available  

 Respective Base *MM - Menstrual Management, *other included- cervical problem/cancer, breast cancer etc.   
 Figures in %

Awareness on different types of service providers for the identified SRHR issues

Workers predominantly identified government hospitals/ facilities as the service provider for all types of SRHR issues. 
However, pharmacies were identified as one of the major providers for MR/Menstrual Management/Abortion/Unwanted 
Pregnancy. This should be of concern given that providers at the pharmacies are often not qualified.  Family members 
were found to be one of the major providers for Menstruation Hygiene. This might be associated with the fact that 
usually the husbands purchase products such as sanitary pads for the wife. NGOs are identified as major provider for 
services related to maternal health. However, pharmacies are identified as the primary provider of services for family 
planning. The workplace is identified as a major provider of services for sexual harassment. Following figures illustrates 
our findings. 

Figure 12: Workers’ awareness on places where health service for MR/Menstrual 
Management/Abortion/ Unwanted pregnancy are available

Figure 13: Workers’ awareness on places where health service for Menstruation Hygiene are available

Figure 14: Worker’s awareness on places where health services for UTI/STI/RTI are available

Figure 15: Worker’s awareness on places where health services for maternal health are available

Figure 16: Worker’s awareness on places where health services for family planning are available

Figure 17: Worker’s awareness on places where health services for HIV/AIDS are available

Figure 18: Worker’s awareness on places where health services for sexual harassment are available

Figure 19: Worker’s awareness on places where health services for cervical cancer/ breast cancer
are available
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3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

 Rank -1 
% Count  

Menstrual hygiene  42.4 251  
MR/Menstrual Management/Abortion/unwanted 
pregnancy  

20.4 121  

Family planning  14.0 19  
UTI/STI/RTI  3.2 52  
Maternal health  8.8 83  
HIV/AIDS  4.1 24  
Sexual harassment  2.4 14  
Others (cervical problem/cancer, breast cancer etc.)  4.7 28  

N= 592    
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3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

 All  Menstrual  
Hygiene  

MR*  UTI/STI/
RTI  

Maternal  
Health  

Family  
Planning  

Others  

Pharmacy 
Operators  

58.6  46.7  29.9  38.5  8.3 69.2  50.0  

MBBS doctors  15.5  12.4  22.4  15.4  16.7  2.8 0.0 
Govt Hospitals 11.7  13.3  6.0 3.8 25.0  9.8 0.0 
Informal providers  9.3 8.6 13.4  3.8 0.0 2.1 25.0 
NGOs /Clinics  8.7 4.8 8.2 11.5 8.3 6.3 25.0 
Health center s in 
factory premise  

5.8 9.5 5.2 7.7 8.3 0.0 0.0 

Private 
hospitals/Clinics  

4.7 1.0 9.7 7.7 0.0 0.0 0.0 

Health workers  4.4 2.9 2.2 3.8 33.3  2.8 0.0 
Others  5.0 1.0 3.0 7.7 0.0 7.0 0.0 

N= 343  105  134  26  12  143 4 
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*MR included -MR/Menstrual Management/Abortion/unwanted pregnancy, other included- cervical problem/cancer, breast cancer etc. Figures in % 

93% (out of 370)
availed services

7% (out of 370)
did not avail services

63% (or 370) of the
respondents su�ered

from SRHR related issues



3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

 All  Menstrual 
hygiene  

*MR  UTI/STI/RTI  Maternal 
health  

Family 
planning  

*Others  

Very Satisfied  56.8 65.1 47.8 66.7 42.9 64.9 0.0 
Satisfied  39.1 32.6 47.8 33.3 57.1 27.0 100.0  
Unsatisfied  4.1 2.3 4.3 0.0 0.0 8.1 0.0 

N= 169  43 69 12 7 37 1 
 

 

 All  Menstrual 
hygiene  

*MR  UTI/STI/RTI  Maternal 
health  

Family 
planning  

*Others  

Very 
Satisfied  

55.3 45.2 41.5 42.9 40.0 71.7 66.7 

Satisfied  41.2 51.6 52.3 42.9 60.0 27.4 33.3 
Unsatisfied  3.5 3.2 6.2 14.3 0.0 0.9 0.0 

N= 255  62 65 14 5 106  3 

 All  Menstrual 
hygiene  

*MR  UTI/STI  
/RTI  

Maternal 
health  

Family  
Planning  

Others  

Medicine/saline/Ointment 72.1 90.5 82.8 76.0 72.7 10.4 100.0 
Pill 34.6 0.0 6.0 20.0 9.1 59.9 0.0 
Injection 11.8 1.0 2.2 4.0 18.2 19.2 0.0 
Condom 3.7 0.0 0.7 0.0 0.0 6.6 0.0 
Sanitary napkin 4.8 3.8 8.2 0.0 0.0 1.1 0.0 
Savlon 0.3 1.0 0.0 0.0 0.0 0.0 0.0 
IUD method 1.1 0.0 0.0 0.0 0.0 2.2 0.0 
Lotion/cream 0.8 2.9 0.0 0.0 0.0 0.0 0.0 

N= 355 105 134 25 11 182 4 

 *MR included -MR/Menstrual Management/Abortion/unwanted pregnancy, Other included- cervical problem/cancer, breast cancer etc. Figures in % 
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*MR included -MR/Menstrual Management/Abortion/unwanted pregnancy, other included-cervical problem/cancer, breast cancer etc. Figures in %

96% (out of 370)
availed SRHR

products

4% (out of 370) did not
avail  SRHR products

63% (or 370) of the
respondents su�ered

from SRHR related issues



3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

 All Medicine/saline 
/Ointment 

Pill Injection Condom Sanitary 
napkin 

Pharmacy 88.7 57.8 86.2 69.0 84.6 88.2 
Health center of 
factory premise 

10.1 13.3 0.8 0.0 0.0 5.9 

Govt Hospital 8.2 6.6 4.9 7.1 0.0 5.9 
Ngo/Clinic 6.8 5.5 0.8 14.3 7.7 0.0 
MBBS doctor 4.8 5.5 0.8 4.8 0.0 0.0 
Informal providers 3.1 3.9 0.8 0.0 0.0 0.0 
Health worker 2.8 2.0 3.3 2.4 0.0 0.0 
Private hospital/Clinic 2.0 2.3 0.0 0.0 7.7 0.0 
Family planning center 1.7 1.2 1.6 2.4 0.0 0.0 
Homeo doctor 1.4 2.0 0.0 0.0 0.0 0.0 
Midwives 0.3 0.0 0.8 0.0 0.0 0.0 

N= 355 256 123 42 13 17 

Figures in % 

 All Medicine/saline 
/Ointment 

Pill Injection Condom Sanitary 
Napkin 

Very Satisfied 52.3 48.8 56.1 61.9 46.2 41.2 
Satisfied 38.8 41.4 39.0 31.0 53.8 23.5 
Unsatisfied 8.9 9.8 4.9 7.1 0.0 35.3 

N= 451 256 123 42 13 17 

          Figures in % 
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3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

 All Married Unmarried Divorced 
Husband 73.6 90.1 0.0 0.0 
Other relatives 33.3 24.2 77.8 33.3 
Community peers 25.2 23.1 36.4 11.1 
Neighbors 19.4 20.5 12.1 44.4 
Self-decision 18.4 18.6 13.1 66.7 
Friends 18.2 14.9 33.3 33.3 
Mother-in-law 13.9 16.9 0.0 0.0 
Doctor 6.9 7.0 6.1 11.1 
Father-in-law 3.4 4.1 0.0 0.0 
Others-in-law 3.4 4.1 0.0 0.0 
Working doctor 2.0 2.1 2.0 0.0 
Healthworker 0.7 0.8 0.0 0.0 
Community leader 0.5 0.4 0.0 11.1 

n 592 484 99 9 

   Figures in % 

 Rank-1 Rank-2 Rank-3 Rank-4 Rank-5 
Husband 63.5 8.4 1.7 0.0 0.0 
Mother-in-law 1.7 9.8 2.2 0.2 0.0 
Father-in-law 0.0 0.7 2.5 0.2 0.0 
Others-in-law 0.5 1.5 1.0 0.3 0.0 
Community peers 6.6 12.7 5.2 0.7 0.0 
Friends 3.5 8.8 4.1 1.9 0.0 
Neighbors’ 1.5 10.8 5.2 1.7 0.2 
Other relatives 15.0 10.8 6.4 0.8 0.2 
Community leader 0.3 0.0 0.2 0.0 0.0 
Self decision 3.2 9.3 4.9 0.7 0.3 
Doctor 2.9 3.4 0.7 0.0 0.0 
Working doctor 0.7 0.7 0.5 0.2 0.0 
Healthworker 0.5 0.2 0.0 0.0 0.0 
 
  Base – All Respondents      Figures in % 
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3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

  Husb
and 

Mother-in-
law 

Father-in-
law 

Self-
decision  

None  0 0 0 0  
Sometimes husband 
restricts to discuss the 
sensitive issue with doctor 

 7 0 0 0  

Husband did not allow 
because of shame  6 0 0 0  

Husband did not allow to 
follow any methods  2 0 0 0  

Husband/in-laws inhibited, 
did not give importance  1 7 1 0 

Financial problem  0 0 0 6  
  17 7 1 6  

 

 

 All Pharmacy Factory 
Premise 

Govt 
Hospital 

MBBS  
doctor 

Private hospital 
/Clinic 

Get good treatment 46.6 25.7 28.2 60.8 72.9 75.9 
Near to the residence 42.9 47.5 8.1 12.2 15.3 24.1 
Less cost 22.3 18.1 15.4 18.9 6.8 0.0 
Free treatment 11.1 2.1 35.6 2.7 3.4 0.0 
No formalities required 4.1 4.8 1.3 0.0 1.7 0.0 
Free medicine 
available 

2.7 0.5 8.7 1.4 0.0 0.0 

MBBS doctor available 1.2 0.2 2.7 1.4 0.0 0.0 
Skilled doctor 
available 

0.8 0.2 0.0 2.7 0.0 0.0 

Well known pharmacy 0.7 1.0 0.0 0.0 0.0 0.0 
n= 592 421 149 74 59 29 

    Figures in % 

Table 12: Name of service providers and reasons for availing services for General 
Health Problem
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3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

Snapshot: General and SRHR health issues 
faced the respondents 

The general health problems faced by the 
respondents are stomach ache, severe diarrhea, 
high fever, cold, dry cough and congestion, body 
pain, tastelessness, nausea, dizziness.

Bronchitis, tuberculosis and jaundice are not as 
widely prevalent as the aforementioned diseases. 
The SRHR issues of the respondents include 
excessive vaginal bleeding, menstrual                 
irregularity, vaginal infection, excessive burning 
and itching, vaginal soreness and increased 
urgency to urinate. However, the most commonly 
announced SRHR issues among the respondents 
include excessive white discharge, consistent but 
minimal white discharge, yellow colored 
discharge and odor in the vaginal area. 

Snapshot: Person/persons consulted by 
respondents during general health problems

In this regard, the response varied with respect to 
married and unmarried respondents. The majority 
of the unmarried respondents contact their     
mothers, aunts, cousins, elder sisters for general 
health issues. On the other hand, married   
respondents discuss their general health problems 
primarily with their husbands. For those who are 
detached from their mothers and immediate 
female family members, discuss general health 
issues with neighbors, friends and peers.
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Case: In the four weeks of one month, for one 
entire week, I have menstruation and the rest of 
the three weeks I have continual white 
discharge. I do not know what the disease is 
called; many people call it ‘dhatu.’ My bottoms 
get completely wet and I feel extremely weak,” 
says a respondent from Narayanganj, PathanTuli 
area.



3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

Snapshot: Places where health care products and services are available for the respondent’s

It can be observed that a majority of the respondents avail health services and products from 
nearby pharmacies through the help of pharmacy operators, or informal doctors. However, in 
some of the pharmacies, there are attendant doctors who prescribe them with medication. 
Other than the aforementioned product and service points, factory doctors, factory medical 
centers, private hospitals and government hospitals have provision of healthcare treatment 
and medicines. Some of the government and private hospitals such as Khanpur hospital, 
Kumudini hospital, Shohapara Hospital etc. are very renowned in some of the areas. Some 
respondents attend the factory in-house medical centers for treatment; however, many lack 
interest and trust in the service and the doctors. Nonetheless, the prevalence of traditional 
healers and informal providers continue to be significant. 
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Case

“If there is a health problem we do not easily tell 
anybody at first; if only its’ severe we discuss it. 
However, if we get pricked by a needle in the 
factory, then we go to the factory doctors.     
Otherwise, if we have a headache or fever we go 
to the factory doctors,” says, a respondent      
residing in Hemayetpur, Savar. 



3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

Snapshot: The obstacles the factory workers face while 
attaining health care services

Many respondentsstated that they live far from the 
hospitals. This increases travel costs. Moreover, they 
are forced to wait in long queues in order to attend the 
doctors. Many married female workers restrain from 
attending male doctors or are not permitted to attend 
male doctors without the company of the husbands. 
Respondents feel very shy to discuss SRHR issues with 
the male doctors. On the other hand, factory doctors 
fail to maintain privacy and female factory doctors are 
often unavailable. Factory doctors fail to keep secrets; 
the respondents fear exposure within the factories and 
negative reputation. The unmarried respondents are 
shyer to discuss the SRHR issues with male doctors. 
Hence, the problem simply persists and further          
deteriorates to severe stages.
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Case

“Mostly I go to the medicine stores for petty 
health concerns. For severe diseases, I go to 
Government medical  centers or Savar Enam 
medical clinic,” says one of the female RMG 
workers Hemayetpur, Savar.

Case

“The problems of white discharge cannot even be discussed 
with my husband, how can I discuss this with the factory 
doctors? I am too shy to say this to the factory doctor since 
they are males. That is why I share this with my mother and 
aunt who get me medicines from the traditional and informal 
healers,” says, a FGD participants, Hemayetpur, Savar.



3.4 Priority ranking of SRHR needs

The respondents ranked menstrual hygiene as the most important issue when they were asked to rank the SRHR issues 
(that are known to them) based on importance. 42% respondents ranked menstrual hygiene as 1st rank followed by 
MR/Menstrual Management/Abortion/unwanted pregnancy (20%) and family planning (14%). The table below shows 
the distribution of 1st rank:

Table 4: Number and percent distribution of ranking (1st rank)

To find out the degree of importance that the workers gave to each of the SRHR issues, they were asked to rank their 
known SRHR affairs. The average ranked scores revealed that the top three (03) important SRHR issues to the    
respondents were Menstrual Hygiene, MR/Abortion/Unwanted pregnancy and Family planning. Additionally, more than 
three fourth of the workers ranked these three SRHR issues as 1st in their ranking.

Figure 20: Ranking of SRHR issues as per average ranking scores

3.5 Incidence of SRHR issues amongst the workers

It is found that 31% respondents accepted family planning methods including emergency contraception. However this 
rate is few higher (31%) along married female workers. In comparison with general eligible couple (ELCO), this figure 
is much lower than national figure. 24% of the total respondents suffered from MR/Abortion/unwanted pregnancy, 
followed by menstrual hygiene (18%) during last one year. A few workers suffered from UTI/STI/RTI (5%), maternal 
health (2%), sexual harassment (0.3%) and other issues (0.8%) at the same time span. 

3.6 Services availed by the workers and their perception about the quality     
      of services

Status of availing SRHR health services 

As mentioned in section 3.5, 63%, or 370, workers suffered from SRHR related problems. Out of this 370 workers, 
93%, or 343, workers availed health services, 7%, or 27, workers did not avail any health services. However, 25 work-
ers of these 27 workers availed SRHR products. Only two respondents reported incidence of sexual harassment and 
they did not avail any service in this regard. 

Figure 21 : Status of availing SRHR health services amongst the RMG workers

Type of service providers visited for the SRHR issues

Majority (59%) of the workers who reported to have suffered from different SRHR issues availed SRHR health services 
from pharmacy operators. The main reason of choosing pharmacy operator was proximity-as was expressed in FGDs 
and KIIs. The workers also availed health services from MBBS doctors (16%), Govt. hospitals (12%), NGOs/Clinics 
(9%) and informal providers (9%). Findings suggest that workers preferred to avail services from pharmacy operators 
for menstrual hygiene, MR/Abortion/unwanted pregnancy, UTI/STI/RTI and family planning related issues.  However, 
for maternal health, they preferred to avail services from either MBBS doctors or Govt. Hospitals. A small fraction of 
workers (6%) availed SRHR health services from factory health centers. Though the number is not much, but it gives 
the impression that workers may be open towards receiving SRHR services from the factory premises upon availability. 
The following table shows the distribution of service of providers based on different SRHR issues:

Table 4: Places of availing services

Worker’s perception about the quality of services received

The workers were asked to rate the service they received from both the sources through a 3-point scale where 
1=dissatisfied, 2= satisfied and 3= very satisfied. They seemed to have been satisfied with the services provided by both 
formal and informal service providers as only about 5% workers were found dissatisfied with the services they received from 
both the sources. Noticeably, out of 20 workers who availed health services from factory health center, only one worker 
expressed dissatisfaction. However, these findings cannot be associated with actual quality of the services delivered/ 
received since the study was not designed to assess the quality of the services based on health outcomes of the workers. 

Table 5: Satisfaction rating of services received from formal sources (in %)

Table 6: Satisfaction rating of services received from informal sources (in %)

The chi-square test of workers’ satisfaction level between formal and informal service providers shows no significant 
difference; i.e. workers were equally satisfied with services they received from formal and informal sources. The test 
was done among respondents who took services from both the sources.

3.7 Products availed by the workers and their perception about the quality 
      of products

The workers were asked about different types of SRHR products they availed over the last one year to find out the 
incidence of availing SRHR products, types of products they used, places from where they collected these products and 
quality of the products.

Status of availing SRHR products and type of products availed

About 96%, or 370, workers who suffered from different SRHR issues were found to have used SRHR products during 
last one year. Some of the workers seemed to have taken SRHR products without consulting with any service providers. 

Figure 22: Status of availing SRHR related products amongst the RMG workers

Most of the respondents (72%) took medicine/saline/ointment followed by pill (35%) and injection (12.6%). Oral pill 
(60%) and injection (20%) were used mainly as contraceptive for family planning. However, about 20% workers used 
different pill for treating UTI/RTI/STI related problems. About 34% of workers neither availed any SRHR services nor 
any SRHR products.

Table 7: Different types of SRHR related products taken by the workers

Type of service providers visited for the SRHR products

Pharmacy (89%) was the most used source for availing these products. Same findings were expressed in the FGDs and 
KIIs responses in this regard. They availed SRHR products from pharmacy mainly because of availability of different 
types of SRHR products and proximity of the pharmacies to the community of the workers. Noticeably, about 10% 
respondents reported of availing products from health center of factories. This gives an impression that workers may 
collect SRHR products from the factory premises upon availability.

Table 8: Name of places from where workers collected products

Worker’s perception about the quality of products received
Most of the respondents (68%) were found very satisfied with products they used. However, a few of them (12%) were 
found to be unsatisfied.

Table 9: Satisfaction rating of the products availed

The chi-square test of workers’ satisfaction level between formal and informal sources shows no significant difference 
exist i.e. workers were equally satisfied with products they had collected from formal and informal sources. The test 
was done among respondents who took products from both the sources.

3.8 Community influences on the worker’s approach towards SRHR
The objective of asking community influence was to observe who dictate the workers while taking decision about SRHR 
issues, existence of barriers while availing SRHR facilities in the community etc. The findings are summarized below:

Type of community influencers for SRHR related issues
Around 74% of the respondents took advice from their husbands on SRHR issues. Husbands thus appear to be the 
most important influence in this regard followed by other relatives (34%) and community leaders (25%). However, the 
workers’ advice seeking behavior was found different among different segments. An overwhelming number of married 
workers (90%) sought advice from their husbands. Married workers however also took advice from other relatives 
(24%) and community peers (23%). Other relatives were found to be the most important influencers for unmarried 
workers as 78% of them took advice from other relatives like mothers, sisters etc. Community peers (36%) and friends 
(33%) were two notable influencers for this segment. About 67% of the divorced respondents did not seek advice 
regarding SRHR issues but they depended on self-decision.

Table 10: Community influencers as per marital status of the workers

The average ranking scores depict that the husbands (1st rank), other relatives (2nd rank) and community peers (3rd 
rank) are the most important influencers to the workers (Table 11). Surprisingly, work place doctors do not seem to 
have any importance to them in this regard. Figure 23 illustrates the relative position of the different community         
influencers as per average ranking score:

Figure 23: Relative position of the community influencers as per average ranking score

Table 11: Average ranking score of community influencers

Community barriers in availing SRHR 

An overwhelming number of workers (562) claimed not to have faced any barrier while availing health services related 
to SRHR issues. The rest 5% of the workers mainly faced obstacles from husbands and in-laws. Few respondents 
considered financial issue as a factor for not availing health facilities. Abuse of husband, shame felt by husband, 
husband’s disagreement to follow any methods etc. were the main problems they faced. 

Table 11: Distribution of barrier faced while taking health facilities of SRHR issues (in number)

3.9 Worker’s approach towards availing general health issues, its 
      reasoning and its’ differences with that of SRHR

The workers were asked about the type of service providers they generally visit for availing general health problems. 
The reason of asking this question was to address the existing discrepancies, if any, in health service seeking behavior 
of workers for general health and SRHR issues. The findings suggest that most of the workers visited pharmacy opera-
tors for both general health and SRHR issues. However, more workers approached to health center of factory premise 
for general health problem than SRHR issues. As can be seen from table below, 71% of the workers visited pharmacy 
operators to avail treatment of general health problem. One-fourth workers took health service from their factory’s 
health center. The next two notable places for availing health services are govt. hospitals (13%) and MBBS doctors 
(10%). The main reason for selecting pharmacy was due to its’ proximity (47%). This reason also prompted workers 
to avail service from informal providers. Free treatment facility (36%) was the main reason for taking services from 
work place. Getting good treatment (28%) was another notable reason for taking health service from the work place. 
This reason also motivated them to take health service from other formal providers like Govt. hospitals (59%), MBBS 
doctors (73%) and private hospitals (76%)

Chapter 4: Findings from Focus Group Discussion
4.1 Findings on Worker’s Approach towards addressing general health problems

The general health problems of the female RMG workers

The general health problems faced by the respondents include stomach-ache, severe diarrhea, high fever, cold, dry 
cough and congestion. Body pain, which includes muscular and joint pain especially in the arms and legs, has been 
mentioned inmajority of the cases. Blurred vision 
and pain around the eye balls hasalso been men-
tioned by several respondents, along with complains 
regarding tastelessness and bitter taste in the 
mouth. Dizziness and nausea is also a frequent 
complain of the female workers. 

Jaundice is a disease that has been commonly stated 
in the interviews; most of the respondents could 
identify the symptoms of it.  A very few of the 
respondents have mentioned having respiratory 
problems such as difficulty in breathing. One respon-
dent clearly mentioned the names ‘bronchitis and 
tuberculosis’ in the FGDs. 

Headaches, hip and abdominal pain due to men-
struation has a high severity amongst the female 
factory workers. Several respondents have affirmed 
the problem of excessive vaginal bleeding, menstrual 
irregularity, vaginal infection which led to excessive 
burning and itching in the vaginal area along with 
soreness and rashes. Many of the married respon-
dents have complained about sexual pain stating 
intense pain and burning sensation during and after 
sexual intercourse. 

Of all the aforementioned diseases, the most preva-
lent disease among the respondents is excessive 
white discharge, which according to the majority of 
the respondents causes weakness, dizziness, blurred 
vision and increased urgency to urinate during men-
struation, along with palpitation. Respondents have 
complained about excessive white discharge; some 
stating its prevalence for months continually, others 
stating frequent high discharge flows, especially post 
sexual intercourse and pre-menstruation. Some of the 
respondents have mentioned facing yellow colored 
discharge and odor in the vaginal area as well. 

Persons consulted on general health 
problems

The answer for this question is varied with respect to 
married and unmarried respondents. Most of the 
unmarried respondents have affirmed to contact 
their mothers for general health problems. 

However, in some cases, the unmarried respondents 
live in the cities alone and their mothers reside in the 
villages, hence they share their health problems with 
their neighbors and other female workers of similar 
age residing in the neighborhood. Additionally, some 

unmarried respondents discuss their general health 
problems with peers at the factories in the same floor, 
or those who sit next to them during work. Further-
more, a majority of the unmarried respondents 
contact their aunts, elder sisters and cousin sisters to 
seek consultation for general health problems. 

As of the interviews, most of the married respondents 
discuss the health problems with the husbands as a 
first point of contact. The reasoning behind this was 
that since the families live in the urban areas in rented 
houses due to their work, they do not have close family or friends in the residing area. Therefore, the first point of 
contact during health problems is their husbands. Interestingly, a few of the respondents attend the pharmacies and the 
pharmacy doctors on their own to avail medicines or treatments. Many of respondents attend the factory doctors, nurses 
or welfare officers regarding their health concerns, but that is mostly for general health issues over SRHR concerns. 

The estimated portion of the respondent’s income dedicated for their health spending

When asked about their monthly or yearly spending on health services, the respondents answered rather ambiguously. 
While all of the female workers denoted to be spending no fixed or certain amount per month on health spending, some 
others correlated their health spending with their average income earning per month. However, it can be aggregated 
from our discussions with the workers that within the income range of Tk.6000-7000, the monthly spending on health 
services are between Tk. 50-70. On the other hand, respondents with a slightly higher income range, between Tk. 
8000- Tk. 10,000 have a monthly medical spending of approximately Tk. 120- Tk. 150. 

The places from where health care products and services are availed

According to the interviews, health care products and services are mostly available for the respondents in the           
pharmacies. In  majority of the cases, this interaction takes place between the respondents and the pharmacy           
operators who provide the respondents with medications without any medical prescriptions. 

However, in some of the pharmacies, there are attendant doctors who prescribe them with medication. Other than the afore-
mentioned product and service points, factory doctors, factory medical centers, NGO clinics, private hospitals and government 
hospitals are places mostly attended by the female workers for the provision of healthcare treatment and medicines. 

Although there is a significant prevalence of traditional healers and informal providers amongst the respondents,    
Khanpur hospital is very renowned amongst the residence. According to the interviews, Pathantuli circle is a hub where 
many respondents go to avail traditional and informal treatments.

The FGDs further reveal that the respondents have criticized the incompetency of these informal service providers, 
since the disease persists, recurs or sometimes even worsens. Majority of the respondents in Narayanganj area attend 
the pharmacies to avail services and products by consulting the informal doctors and pharmacy operators. 

In the interviews, the respondents have mentioned the availability of pharmacies and medicine stores in every nook and 
corner of their area of residence. Clinics have also been highlighted as a place to receive health care products and 
services, but the female factory workers only attend clinics when the disease is at a very severe stage. Additionally, the 
medical centers of BRAC have gained much popularity among 
the respondents in Savar for medical treatment and advice. 

An informal female health service providers are available in 
the Savar area who provide herbal medicines. Other than 
that, some of the respondents go to the factory doctors; 
although,according to the respondents, the medicines 
provided from the factories are not enough. The respondents 
have further stated that lack of interest of the doctors, the 
low quality of service provision and unavailability of the doctors at all times, make them reluctant to attend the factory 
in-house medical centers. 

Respondents from the Mirzapur area go to Kumudini Hospital and ShohagPara Hospital for general healthcare products 
and services. Additionally, they go to pharmacies, factory in-house doctors, homeopathy doctors, and traditional infor-
mal healers. Most of the female workers affirmed that they scarcely attend the factory doctors since they do not pay 
much attention to the female worker’s health problems. The respondents go to Kumudini hospital and SavarEnam 
Clinic very rarely as wellexcept forsevere health concerns. Other than that, they regularly visit traditional healers, 
informal providers and homeopathy doctors.

The obstacles the factory workers face while availing health care services 

Most of the respondents have stated that the hospitals are far away and include travel costs. Additionally, the respond-
ents have to wait in long queues, which increase waiting hours in order to attend the doctors. This is very difficult for 
them since they do not have a lot of spare time after work. Moreover, according to the interviews, on holidays and week-
ends, the female workers finish their household chores and prepare for the upcoming week. The treatment and doctor’s 
fee is very costly and many respondents restrain from attending the formal doctors due to this reason. 

Most married female workers do not want 
to attend the doctors or are not permitted 
to attend the doctors without the 
company of their husbands. Since the 
holidays for the couples are likely in 
different days (since they work in differ-
ent factories) they fail to make time to go 
to the clinics. Factory doctors fail to main-
tain privacy and female factory doctors 
are in most times unavailable. Further-
more, the female factory workers feel 
very shy in discussing SRHR issues with 
the male doctors. 

According to the FGDs, the factory 
doctors do not keep anything secret. The 
respondents fear that they will be 
exposed within the factory and amongst 
their peers, which will affect their reputa-
tion in a negative manner. The unmarried 
respondents are even shyer to discuss 
the SRHR issues with male doctors. 
Hence, the SRHR problem simply persists 
and further deteriorates to severe stages. 
The married respondents fear that their 
husbands will not allow them to discuss 
SRHR issues with male doctors.

4.1 Findings on Worker’s Approach towards addressing SRHR related issues

Respondent’s awareness regarding SRHR issues along with naming a few SRHR diseases

Majority of the respondents mentioned menstruation irregularity, abdominal pain, and sudden urgency in urinating, 
white discharge, weakness, nausea, dizziness, excessive 
bleeding, and body inflammation during and after pregnancy, 
urinary tract infection and vaginal rash, weakness during     
pregnancy, problems with uterus and blurred vision as major 
SRHR issues. In the interviews, most respondents could not 
name any of the diseases entirely. Nonetheless, after probing 
they were able to describe the symptoms of the disease. 

The symptoms of SRHR issues/diseases, according to the respondents

Majority of the respondents described symptoms of the SRHR diseases to be discharge of white fluids from the vaginal 
area. During or before the white discharge, there is excessive vaginal itching, rash and infection.  The female workers 
have stated to become weak and have muscular, abdominal and hip pain during white discharge and before menstrua-
tion. Additionally, they experience pain around the eyeballs and have severe headaches. In the first group of respond-
ents interviewed in Narayanganj, many respondents failed to identify the name of the RTI (white discharge).Although 
a few respondents corrected the others by calling it ‘white discharge’. 

Interestingly, 3 respondents from the interview in Savar had noknowledge regarding any of the symptoms or names of 
SRHR issues at all. Many respondents were aware about the symptoms during pregnancy, such as body inflammation, 
increased urgency to urinate, itching and inflammation of the vagina during urination, sweating profusely and prolapsed 
uterus. However, almost none of the respondents could identify the names of the SRHR issues. 

Respondent’s discussions and consultations when encountered with SRHR issues

Regarding this question, the answers for married and unmarried respondents varied. The married respondents- in a 
majority of the cases- discuss these issues with their husbands, since they do not have any close relatives living in the 
urban areas with them. 

The husbands usually attend the pharmacies on behalf of their wives; they describe the diseases to the pharmacy opera-
tors and take medicines accordingly. If the disease still persists, the husbands accompany the wives to medical center 
or clinics. Some of the respondents, who have declared to have more lenient husbands, attend the medical centers and 
doctors with a neighbor, sister in-law, peers or mother in-laws.  

During the FGDs, a few respondents had affirmed that their husbands do not pay heed to their SRHR health problems, 
hence they themselves, risk going to the pharmacies on their own to buy the medicines. Unmarried respondents usually 
discuss their SRHR issues with their mothers who either get them medicines from pharmacies or bring back herbal medi-
cines from traditional healers and informal providers. 

It was observed from the interviews that unmarried respondents did not attend the pharmacies alone, due to shyness 
in discussing SRHR issues with the doctors. Most of the unmarried respondents consulted their elder sisters and close 
family relatives or neighbors. Additionally, most respondents highlighted the influence of family members, peers, neigh-
bors, older sisters, in-laws etc. in availing SRHR products and services. 

As mentioned by the respondents in the FGDs, initially the advice they receive from their peers or family members is to 
attend the pharmacies to get medicines (either themselves or bring it by a family member) or to visit the traditional 
healers and informal providers. These traditional healers and informal providers are either their neighbors or respected 
elders who are renowned in their locality for remedies. Some of the respondents have affirmed that their older sisters, 
in-laws and even mothers encourage them to use home remedies over medications.

Case

“This white discharge is called ‘motherhood 
disease’,” says one of the respondents from 
Pathantuli, Narayanganj.
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The SRHR issues/diseases faced by the respondents

Almost all of the respondents mentioned to have white discharge, body inflammation, headaches, excessive menstrual 
bleeding, menstrual irregularity or continuity, vaginal itchiness, abdominal pain, fever, typhoid, weakness and blurred 
vision. Many respondents have mentioned to have 
excessive white discharge, along with sporadic yellow 
smelly discharge. Other than the aforementioned 
diseases, the respondents did not mention any other 
severe SRHR diseases/ issues that they faced. 

However, from our discussions with the respondents it 
can be observed that there is significant prevalence of 
recurrence of the SRHR diseases. The reasons for it can 
be primarily due to the fact that many of the female 
workers are restrained from prevailing SRHR services or 
products due to the significant community influence and 
existence of the continual social taboo in their lifestyle. 

Interestingly, the response to the rate of recurrence 
regarding the SRHR disease is varied between married 
and unmarried respondents. It can be observed that the 
unmarried respondents have a higher rate of recurrence 
as they have relatively poorer access to SRHR service 
provision. They invariably discuss and share SRHR 
issues infrequently and are accustomed to increased 
shyness about the sensitive topic. On the contrary, the 
married women have lower rates of recurrence of the 
SRHR disease as they have relatively higher levels of 
access to SRHR service provision. Additionally, married 
women have lower shyness and taboo regarding SRHR issues and can discuss these with their husbands in a majority 
of the cases. 

Respondent’s view about where they went and why in order to get SRHR consultation 
in the last one year and their description about the treatment they received

The majority of the respondents had faced SRHR issues over the past one year, especially menstrual pain, vaginal 
itchiness and white discharge. Regardless ofhowmany of them did not attend any consultants or take any medication. 

Interestingly, some respondents take injections as family planning methods. Interviews with the workers reveal that 
injections have gained much popularity in the RMG industry as a whole. One or two respondents have mentioned the 
name of the injections as well (although incorrectly). Less than half of the respondents have visited government hospi-
tals for white discharge issues, menstrual irregularity and vaginal discomfort.

Kumudini hospital and Enam medical college have been mentioned as 
medical centers visited by the respondents. They have been prescribed 
medications along with dietary consultations through which the SRHR 
issue had been eradicated. A few of the respondents had visited tradi-
tional healers and informal providers for treatments either in their 
villages or in their existing neighborhood. 

However, a majority of the respondents reported that they either went to 
pharmacies, or sent someone (family, friend, relative) to the pharmacies 
to get the medicines for these SRHR issues by describing the symptoms 
of the disease. Thereafter, they consumed these medicines and had been cured from the SRHR issues. 

Conversely, for issues such as menstrual and abdominal pain, the diseases were recurring from time to time. One or 
two respondents consulted other female family members and practiced a home remedy of using lukewarm water to 
wash the infected area which also cured the disease. The female family members further advised the respondents to 
keep themselves clean, along with properly washing and drying the ‘rags’ that they use during menstruation.

Case

“I took an injection called 
Somaject from the pharmacy 
because I don’t want any more 
kids. I am using this injection 
for the last one and half year.” 
Says, a respondent from 
Pathantuli, Narayanganj

Snapshot: Respondent’s discussions and 
consultations when encountered with 
SRHR issues

The responses for married and unmarried 
respondents are varied. The married 
respondents in most cases discuss SRHR 
issues with their husbands, since they do 
not have close relatives living in the urban 
areas. The husbands usually go to the 
pharmacies on behalf of their wives; they 
describe the diseases to the pharmacy 
operators and take medicines accordingly. 
Unmarried respondents do not go to phar-
macies alone, due to shyness in the 
discussion of SRHR issues with the doc-
tors. Most of the unmarried respondents 
consult their elder sisters and close family 
relatives or neighbors. Some of the 
respondents have revealed that their older 
sisters, in-laws and even mothers influ-
ence them to use home remedies over 
medications.
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Respondents’ description of where they avail the products from

Our interviews with the respondents have revealed 
that ‘health care workers’ come to their residence for 
the female workers in the villages with SRHR prod-
ucts such as birth control pills, panties, lotions and 
creams for vaginal application, condoms etc.

However, in the urban cities, the respondents have 
to buy the products from pharmacies themselves or 
they have to send their husbands or a close relative. 
For married respondents, sending husbands to avail 
the medicines from pharmacies and for unmarried 
respondents sending mothers to pharmacies seemed 
to be a regular practice. Respondents sending a 
relative of family member to the pharmacies is a 
very common phenomenon. 

A few of the respondents (two- four) have men-
tioned availing family planning products from the 
government clinics. For white discharge, respond-
ents prefer going to the traditional healers and infor-
mal providers; homeopathy is also very common 
within that cluster for minor SRHR issues. 

Except 1 respondent, none the respondents use 
sanitary napkins. They use rags that are available in 
the factories on a daily basis. Mostly, they throw 
these rags away after one use so that they do not 
have to wash the rags. The majority of the respond-
ents are satisfied with the quality and usage of the 
‘rags’ they use and moreover, reflect increased 
repulsion in using sanitary napkins. 

In the FGDs, a few respondents revealed their 
discomfort in using sanitary napkins, highlighting 
the rashes and itchiness it left them after use. Addi-
tionally, all of the respondents complain about the 
high price of the sanitary napkins which according to them, is out of their budget. Overall, the respondents show much 
eagerness and satisfaction in using ‘rags’ and deter the usage of sanitary napkins. 

Respondents’ opinion regarding the quality of the SRHR products that they used 
and its interface with affordability

The majority of the respondents do not buy any SRHR products on their own due to shyness and social taboo. Hence, 
most of them know very vaguely about SRHR products. One respondent used sanitary napkins previously, and had 
expressed her satisfaction regarding the product. 

However, due to the high costs of the sanitary napkins, the female workers restrain from using it regularly. Most of the 
respondents have expressed similar approaches regarding sanitary napkins, stating the prices to be too high and 
beyond their purchasing power parity. On the other hand, the workers are satisfied with the quality of rags that are 
available in the factories for free. They do not have to pay for the rags and there is not cost of washing or cleaning the 
rags for re-use. 

A few of the respondents wash the rags with lukewarm water and detergent for re-use. Therefore, they have no desire 
or incentives to buy sanitary napkins at all. As for the medicines, the respondents demonstrate increased levels of satis-
faction with the quality of the products and had affirmed that the medicines to give them relief from the SRHR issues. 

Snapshot: Respondent’s’ view about where 
they went to get SRHR consultation in the 
last one year and their description about the 
treatment they received.

The majority of the respondents had SRHR 
problemsover the past one year, especially 
menstrual pain, vaginal itchiness and white 
discharge. Some respondents take injections 
as a family planning product, suggesting the 
much gained popularity of injections in the 
RMG industry. Kumudini hospital and Enam 
medical college have been mentioned as 
medical centers visited by the respondents. 
However, a majority of the respondents 
declared that they either went to pharmacies 
or sent someone (family, friend, relative) to 
the pharmacies to get the medicines for 
these SRHR issues by describing the symp-
toms of the disease. The female family mem-
bers consulted the respondents to keep 
themselves clean, along with properly wash-
ing and drying the rags that they use during 
menstruation. 
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Case
“I use pads. My husband brings me the pads 
from the pharmacies. The factory nurses 
have discussed the problems with using rags, 
since it has dust on it. This dust causes       
itching and other diseases.” says a female 
worker who works in the Raj Factory in the 
Pathantuli, Narayanganj area.



However, according to a majority of the 
respondents, the prices of medicines are very 
high due to which the respondents buy the 
medicines at a prolonged stage of the diseases. 
Several married respondents had to consume 
cheap birth control pills even though it had side 
effects such as nausea and dizziness. The use 
of cheap condoms had been affirmed by a very 
few respondents; they have a significant 
discomfort in using cheap condoms and 
sporadically there is itching and burning in the 
vagina due to cheap and poor quality condom 
usage. 

The quality of condoms is extremely meager as 
mentioned by many of the respondents, which restrains them from using it. Injections are very popular within the 
respondents, and there is much appreciation regarding the quality of injections as well. On the flip side, a minimal 
number of respondents have said that they do not go anywhere for SRHR issues or buy any SRHR products, due to 
which they have no idea about the quality and availability of the products. 

The respondents’ opinion regarding where the adolescent girls in the neighbor-
hood go to avail SRHR services

Majority of the respondents avail the SRHR services only if the SRHR issue is severe and at a prolonged stage. In severe 
cases, the respondents attend the nearby private clinics and government hospitals. Additionally, they also visit the 
traditional healers and informal providers. 

The use of homeopathy to treat SRHR issues is also moderately prevalent amongst the female garment workers. In the 
Narayanganj area, the respondents have highlighted the need for a clinic and a medical center nearby. According to the 
workers, there are plenty of pharmacies and medicine centers around the area; conversely, a proper hospital, such as Khan-
pur Hospital is very far away. Moreover, there are long queues in the hospitals and the private doctors are very expensive. 

Hence, most of the women in that area visit the traditional healers and herbal medical practitioners who are at a closer 
proximity. In the Gorai, Mirzapur area, the female factory workers attend the Shohajpur government hospital or Kumu-
dini Hospital. Additionally, they visit the traditional healers and pharmacies for treatment. 

During the FGDs, a few respondents have mentioned the availability of trained midwives who come over to their houses 
for delivery; they also give advices on external SRHR issues. It is noteworthy, that very few respondents (1 or 2) have 
mentioned to be attending the factory doctors for SRHR issues. 

The obstacles faced by the respondents while availing SRHR services

Many respondents have affirmed that various SRHR products and services are only available in certain pharmacies. 
Additionally, the long queues in the hospitals act as a disincentive for the female factory workers in availing SRHR treat-
ment from a formal field. The doctors do not have enough time for all of the patients. Moreover, the doctors, in most 
cases, are males(factory or private medical centers); the females refrain from attending a male doctor especially with 
regards to discussing their SRHR issues. 

The factory doctors are denoted to be very aggressive and factories do 
not have necessary medication available at all times. Many of the 
married respondents have complained that their husbands do not pay 
heed to their wives SRHR issues; they are reluctant to spend money on 
medicines. The unmarried respondents almost never visit the male 
doctors. In turn they send their mothers to attain the SRHR products 
and services. A majority of the unmarried respondents have stated the 
urgent requirement of a female doctor in the garment factory clusters. 

Snapshot: The respondents’ opinion regarding where the 
adolescent girls in the neighborhood go to avail SRHR 
services

Majority of the respondents avail the SRHR services only if 
the SRHR issue is severe and at a prolonged stage. In 
severe cases, the respondents attend the nearby private 
clinics and government hospitals. They also attend the 
traditional healers and informal providers. A few respond-
ents have mentioned the availability of trained midwives 
who come over to their houses for delivery. Very few 
respondents have affirmed to attend the factory in-house 
doctors and medical centers for SRHR issues.

Case

A FGD participant from Savar, 
states, “I am shy to talk about 
white discharge. That is why I 
don’t go anywhere for treatment.” 

“If I tell my husband, sometimes 
he brings me medicines,     
sometimes he doesn’t even care 
and doesn’t bring any medi-
cine”, mentions or other 
respondent from Savar. 
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Case

“Women cannot open up to a male. 
I have high white discharge issues. 
One day, I went to the doctor on 
my own and brought back a slip. I 
was tremendously shy.” says a 
participant from Savar. 

“The pharmacies only have pain kill-
ers available, that is why pregnant 
women do not want to go to the fac-
tory doctors. If pregnant women 
were given more importance, more 
women would have attended the 
factory doctors.” says another 
respondent from Savar. 

The obstacles faced by the respondents while attaining SRHR products

Majority of the respondents complain about the lack of availability of the SRHR products in the factory in-house medical 
centers. Additionally, the prevalence of female doctors in the factory in-house medical centers is infrequent. Few of the 
unmarried respondents discuss the SRHR issues with their mothers who discourage them to visit the clinics for treat-
ment since they do not want them to spend so much money 
on “petty” issues, according to a handful of respondents. 

The phenomenon regarding the usage of sanitary napkins is 
similar. Few of the unmarried respondents were advised to 
use factory rags by the mothers and peers over sanitary 
napkins. This is primarily because most of the female RMG 
workers use rags in a ‘one time use’ method due to its abun-
dance in the factories. This saves them money on washing 
and cleaning of the rags. 

Respondents have widely highlighted the availability of some 
of the SRHR medicines in the factories; however, mostly all of 
the respondents have mentioned the high costs of medicines. 

Furthermore, the mother in-law is said to be a major obstacle 
for many of the respondents. In times of child delivery, the 
mother in-law encourages home delivery through midwives in 
the villages rather than childbirth in the medical centers.

 
Respondent’s opinion regarding which one person acts as a main obstacle while 
attaining SRHR services

The mother in law acts as the major obstacle in attaining SRHR services according to most of the respondents. The 
married workers are forced to go back to the villages for child delivery through informal midwives, over a medical 
delivery. 

Many of the respondents have stated that since they reside in rented houses, they do not have mother in-laws who 
live with them. Moreover, they have understanding husbands and are not pressured by their mother in-laws. 
Conversely, some respondents have mentioned that their husbands are very conservative and do not allow them to go 
to male doctors. Nonetheless, several respondents have mentioned the problem of having male doctors who they 
cannot discuss their issues with.
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Chapter 5: Findings from Key Informant Interview
5.1 Livelihood aspects that are important to female RMG workers

Majority of the respondents have affirmed the need for a higher income to afford medical treatment and a better stand-
ard of living altogether. Many of the female workers have mentioned the need for a medical clinic nearby their residence 
with a female doctor with whom they could share their SRHR related issues, since most of the clinics and hospitals have 
male doctors which cause further inconvenience for the workers. 

A few respondents have highlighted the need for a female doctor and a nurse within the factory premises on a 24 hour 
daily basis, since the workers spend most hours of their day in the factory, inclusive of overtime working hours. Other 
respondents stated the need for an improved delivery care system provided either by the factory or by the government 
at a subsidized rate. Apart from SRHR related services and product facilities, the female workers have mentioned the 
need for a medical clinic for general health requirements as well. 

Most of the workers have pressed for a more supportive factory management with regards to general health care, female 
health care and maternal health care needs. According to many workers, transportation and housing facilities provided 
by factories would further help to stabilize their lifestyle. Apart from the aforementioned requirements, a few of the 
female workers feel the need for a safer and cleaner neighborhood and residing environment.

5.2 The general health problems suffered by female garment workers

The general health problems faced by the respondents especially the females- include fever, headache, cough and cold, 
hip and joint pain, nausea, weakness, dizziness, pain around the eyeballs and loss of appetite. According to a majority 
of the respondents, they do not give much importance to these general health issues and mostly visit the pharmacy 
operators in the pharmacies for medicines. This phenomenon has been further highlighted in the segments below. 

5.3 The SRHR related problems suffered by female garment workers

The SRHR related health problems suffered by majority of female garment workers include irregular menstruation, 
excessive menstrual bleeding, menstrual pain, white discharge, excessive white discharge, vaginal infection and 
itchiness, increased urgency to urinate. Other respondents have mentioned problems during pregnancy such as weak-
ness which causes blurred vision and black spots in their eyesight. Pregnancy also causes pedal edema and displacement 
of the uterus. 

Many of the female workers interviewed during this study have reported nausea along with loss of appetite during preg-
nancy. Diabetes has been mentioned to be a common disease, especially during pregnancy. Other SRHR issues 
highlighted by the respondents include having to take injections, transplants and pills as contraceptive. Many women 
have complained about side effects of taking pills-such asdizziness, nausea, loss of appetite and weakness. A few of the 
respondents have stated the prevalence of unsafe abortion taking place in their neighborhood clinics and houses as well. 

5.4 Respondents’ opinion regarding who they generally take SRHR suggestions from or 
discuss SRHR issues with

Respondents’ opinions regarding this discussion varied between married and unmarried female garment workers. Most 
of the married female workers share this issue primarily with their husbands. Married women have also affirmed to 
discuss their SRHR problems with their in-laws, neighbors, friends, peers at the factories and elders. 

Interviews with female factory workers have revealed that in plenty of the cases, wives are separated from their 
husbands or several situations where their husbands have left them. In such cases, the wives discuss the SRHR issues 
with their close friends, relatives and peers at the factories. 

On the other hand, unmarried female workers primarily discuss these SRHR issues with their mothers. For the ones who 
live in the urban areas and are separated from their mothers– they talk about these issues with their elder sisters, neigh-
bors, cousins, relatives, close friends and peers from the same factories and trustworthy female doctors, (if available in 
their area) only if SRHR issue becomes critical. 
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5.5 Respondents’ opinion regarding where health facilities are available in their   
      locality

Many of the respondents’ have mentioned that health service facilities are available at Khanpur government Hospital, 
Station Road Government Hospital, Bangladesh Medical Center and Monsur Medical. Others have discussed about 
community clinics, family health clinics, homeopathy facilities and private clinics as SRHR and general service points in 
their locality. 

On the other hand, many of the respondents have highlighted local pharmacies as a key service point for SRHR 
services through pharmacy operators. There is a high prevalence of traditional healers and informal providers within 
their locality and community as well. A few respondents have mentioned the provision of services through trained mid 
wives who usually go to the houses of the respondents for child delivery purposes. 

It is mentionable that very few respondents have mentioned the factory in-house medical centers as a key service 
point for general health care or SRHR facilities. 

5.6 Respondents’ opinion regarding where they avail health facilities from within 
      their locality

It can be denoted that the prevalence of pharmacies through pharmacy operators and homeopathy doctors are the 
highest amongst the female workers, with respect to health service provision. Additionally, the frequency of attending 
traditional healers and informal service providers for SRHR and general health service provision are significantly high. 
The aforementioned service points have been repeatedly mentioned by the female garment workers. 

Family health clinics, community clinics, Khanpur Government hospital, Bangladesh Medical Center, government hospi-
tals and a few subsidized private clinics are additional points for availing healthcare treatments by the respondents. 
Apart from these mentioned service points, very few respondents have talked about availing treatment from the 
factory in-house doctors. 

According to one respondents, MR is carried out in a house within their community by an informal service provider for 
very little money. Sometimes, the respondent, along with her friends, went to her for suggestions regarding SRHR 
issues. 

5.7 Respondent’s opinion on the SRHR related issues (along with the names) that 
      the female workers in their locality/factory suffer from

Majority of the respondents have heard of several SRHR issues from their neighbors, community, or factory peers. 
Many of the respondents are aware of the names of the SRHR diseases and have mentioned to have suffered from it. 
Consequently, others have agreed on suffering from similar SRHR diseases although the name of the disease is 
unknown to them. 

The SRHR issues suffered by the respondents include white discharge, excessive white discharge, blurred vision, weak-
ness, dizziness, hip and joint pain, abdominal pain, menstrual irregularity, increased urgency to urinate, vaginal infec-
tion and itchiness and burning sensation during urination.  

Few respondents have mentioned the reluctance to perform child delivery in the hospitals in the villages due to family 
influence. They have mentioned instances where irregular and informal treatment during pregnancy has caused 
miscarriage and complication during child delivery.

The husbands are reluctant to use condoms, which forces the wives to use alternative family planning methods such 
as taking pills and injections. 

5.8 During the occurrence of such cases, respondents’ view on where they availed 
      these SRHR services from

During the occurrence of such SRHR related problems, majority of the respondents availed services from primarily the 
homeopathy doctors and pharmacies through pharmacy operators. Other respondents’ have stated to attend family 
health clinics, government, community and private hospitals. Khanpur hospital has gained much popularity amongst 
the female workers for SRHR service provision.
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Our interviews with the respondents reveal the prevalence of traditional healers and informal service providers for 
SRHR service provision. Many respondents have highlighted that female informal providers go to their houses with 
SRHR services such as pills, medicines for irregular menstruation etc. Additionally, trained midwives carry out child 
delivery in the houses of the respondents. 

Unsafe and informal MR undertaken by small private hospitals and at some houses in their communities also exist, 
where the female garment workers avail SRHR services at a very minimal rate. 

5.9 During the occurrence of such cases, respondents’ view on where they availed 
      these SRHR products from

With regards to availing the SRHR products, almost all of the respondents have mentioned to avail the products from 
the local pharmacies through pharmacy operators. The SRHR commodities availed from the pharmacies include family 
planning tools such as pills, injections and condoms. Additionally, the respondents’ have mentioned to buy sanitary 
napkins, Savlon antiseptic, ointments and pain killers for menstrual pain.  

Apart from availing the products from the pharmacies, a few respondents have stated to avail SRHR products from the 
government hospitals. These products include injections and transplants to stop pregnancy. 

Moreover, homeopathic medicines are prominent amongst the female workers for SRHR diseases. According to a few 
respondents, family planning tools such as condoms, pills, ANC, PNC and maternal health treatments are available in 
the family health centers and community clinics at a very low cost. 

5.10 Respondents’ view regarding the quality and affordability of the SRHR services

With respect to the quality of the SRHR products and services, majority of the respondents have demonstrated much 
satisfaction. The quality of the medicines that they avail from the pharmacies has been much appreciated by the female 
workers. Consequently, they have highlighted their dissatisfaction regarding the high prices of SRHR medicines and 
sanitary napkins. They have further mentioned that given their limited income and narrowed budget for medical 
purposes, affording such expensive SRHR products and services becomes difficult for them. 

Many respondents have mentioned that the high prices of sanitary napkins have discouraged them from using it. Hence 
they are refrained from using it and are more comfortable in using rags from the factories. 

The same argument was placed regarding the price paid for visiting doctors. Availing SRHR medical products and 
services, even in the government hospitals and family healthcare centers, becomes difficult in their limited income. 

5.11 The barriers the respondents face while availing SRHR services

Most of the respondents have reverted of not facing any obstacles in availing services and products from local phar-
macy operators. The same response can be observed regarding homeopathy medicines. Quite a high number of 
respondents have highlighted that they buy the products from wholesalers through which they get a marginally 
discounted rate.

If there are any hurdles in attending the pharmacies for products and services, the respondents send their mothers, 
husbands, close relatives or neighbors to avail the SRHR commodities on their behalf. According to many, the only 
obstacle they face in these circumstances is the limited amount of money available to them for medical purposes. 

Family health clinics have long waiting queues and provide very minimal amount of medicines which may not be 
enough for the disease. Hence, they are reluctant to attend the family health clinics since this seems to be a waste of 
time, as per the respondents. 

5.12 In the respondents’ opinion, who they face the barriers from regarding SRHR issues

Almost all of the respondents have stated that they did not face any major obstacles in SRHR product and service provi-
sion. Many have said that their husbands and families now have become more understanding regarding SRHR issues. 
They further mentioned that the shyness and social taboo regarding SRHR have not been eradicated entirely. However, 
the society has become moderately aware regarding this issue. 

Unmarried respondents’ agree to this same fact. Although they state that married female workers have more exposure 
and facilities to SRHR services and products with support from their husbands, who can buy the products on their behalf. 

Almost all of the respondents highlighted that availing doctors for severe SRHR issues have helped them tremendously. They 
also listen to the home remedies suggested to them by their mother and in-laws which have helped them to live a better life.
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Chapter 6: Conclusion and recommendation
This study clearly depicts that the female factory workers are acutely concerned regarding their basic needs such as 
education, clothing, wages etc. in comparison to the SRHR issues. Basic needs, along with water and sanitation, are 
reflected to be prioritized over SRHR issues. Adequate intervention with regards to SRHR may be an effective way of 
creating the much needed awareness about SRHR in the female workers’ life. 

The findings reveal that the female workers have existing awareness regarding majority of the SRHR issues except 
sexual harassment and UTI/RTI/STI. The occurrence of white discharge, which is an RTI related SRHR issue, was found 
to be significant amongst the workers. Nonetheless, most of the respondents acknowledged it as a general health prob-
lem and failed to avail SRHR related diagnosis. This indicates the lack of appropriate knowledge of the workers on 
UTI/RTI/STI related problems. 

With regard to sexual harassment, almost all of the factories selected for the interviews were highly compliant and they 
have very minimal, if at all, cases of sexual assault and violence against women. On the contrary, the ‘less compliant’, 
or ‘lower degree to compliance’ factories might have a significant prevalence of sexual harassment and violence against 
women which is evident from the only visited and interviewed non-compliant factory. From the 15 workers interviewed 
within that non-compliant factory, 2 of the female workers have voiced about getting sexually assaulted and physically 
abused within the premises.

Subsequently, the highly compliant factories have greater access and permit towards researchers to undertake investi-
gation within their factories. The lower compliant factories do not give access and permission to conduct a study on their 
workers or working environments. It can also be stated that some factories often have a main branch which is fully 
compliant. Nonetheless, they have additional small-scale branches which are not as compliant as the main branch. This 
multidimensional and complex system within and beyond the factories may easily cause discrepancy in the findings. 
Therefore, this can be highlighted as an area for further investigation.

Moreover, the FGDs, KIIs, and sample survey data reveal a high level of satisfaction regarding SRHR products and 
services from the part of the female factory workers. It would be an interesting concept to rate and verify the degree 
and knowledge of ‘satisfaction’ with respect to the female workers. How they rate satisfaction and the components of 
satisfaction that are recognized and incorporated within the jurisdiction of the female worker’s mindset- would be 
another critical component of further investigation. 

The rate of success and its’ connotation with the rate of recurrence of the SRHR diseases amongst the female garment 
workers is another line of thought which can be given emphasis upon. From the study, it can be deduced that there is 
significant prevalence of the rate of recurrence amongst the workers, especially the unmarried workers who have a 
higher rate of recurrence compared to the married workers. Further research in this field of work will illuminate the 
utility derived from the usage of SRHR products and services. 

The three modes of interviewed data indicate that the workers are keen to attend the informal service providers and 
traditional healers, over formal and recognized SRHR service provision. This may be due to the proximity and affordabil-
ity of the traditional healers and informal providers. These criteria can be denoted as an appropriate area for interven-
tions to break such a predilection such as through appointing female doctors in factory health service centers. 

Certain percentage of the respondents was found to have collected products and services from health centers of facto-
ries. Though the numbers are not much but it gives the impression that workers may collect SRHR products from the 
factory premises upon availability. The usage of sanitary napkins amongst the workers is very minimal due to availability 
of excessive rags in the factories which they can avail free of cost. However, workers showed interest to use the same 
if it is available at an affordable price. 

Husbandsemerge as the key influencer for married workers, immediate family members for the unmarried workers; they 
dictate workers’ SRHR preferences. Again, it can be seen that the husband’s influential and dominating roles upon the 
married women restrain them from availing the SRHR services adequately. Therefore, to address the SRHR issues prop-
erly on behalf of the workers, arranging workshops with these influencers can be pondered to equip them with proper 
knowledge.
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QUESTIONNAIRE
Study Title: Priority health needs of female garments workers and community influences 

Check Details
FC. Name: FS. Name: Other Official:
Code Sign Date Code Sign Date Code Sign Date

Accompany Call 1 1 1

Spot Check 2 2 2
Back Check 3 3 3
Only Address Check 4 4 4

Scrutiny 5 5 5

Center Gazipur 1 Narayanganj 2 Savar 3

Factory (name & address)
Owner
Contact person (name, 
designation, phone & email)

Name of Respondent

Designation

Interview Time

Start End
Home District
Telephone Home Work Mobile

Name of FI Code Date

Appendix 3: Questionnaire (Quantitative)

Greetings.....My Name........................................................................I have come from Innovision Consulting 
Private Limited. Currently, we are conducting a survey on ‘Priority health needs of female garments workers and 
community influences’. It would be a great help for us to get your opinions on this issue. Your opinions would be 
regarded as confidential and would be used only for research purpose.

 Yes No

______________________ Signature of Interviewer/FI
 Date:  

Respondent profile

R1. Years of working (insert months) :

R2. Age 

R3.  Education 
 Illiterate    1 S.S.C   5
 Can read and write   2 H.S.C   6
 Upto class V   3  
 Class VI -  Class X  4  

R4.  Marital Status.......? 
 Married   1 Ask R5
 Unmarried 2 Ask R6
 Divorced 3 Ask R5

R5. Number of children 
R6. Average monthly Income  
R8. Family members:  
 Male   Female     Total



Q.2.1 Do you have any awareness regarding the important aspects of SRHR?(Please probe  
  for assessing knowledge/awareness)

                     Issues Code Q2_1  Q2_2   Where 

   Yes  No Yes (go to Q2_3)  No (go to Q3)
      

 Menstrual Hygiene  1 1 2 1 2 

 Menstrual Regulation/menstrual management   2 1 2 1 2 

 UTI/STI/RTI 3 1 2 1 2 

 ANC  4 1 2 1 2 

 Delivery Care   5 1 2 1 2 

 PNC  6 1 2 1 2 

 Family planning  7     

 HIV/AIDS 8 1 2 1 2 

 Cervical Cancer 9 1 2 1 2 

 Unwanted pregnancy  10 1 2 1 2 

 MR  11 1 2 1 2 

 Abortion  12 1 2 1 2 

 Sexual harassment at workplace or community  14 1 2 1 2 

 Others  1 2 1 2 

 Others  1 2 1 2 

 Others  1 2 1 2 

 Others  1 2 1 2 

Q3. How important do you think is it to know about the SRHR issues mentioned in Q2.2?  
 Please Rank

 Issues Code Rank

 Menstrual Hygiene  1 

 Menstrual Regulation/menstrual management   2 

 UTI/STI/RTI 3 

 ANC  4 

 Delivery Care   5 

 PNC  6 

 Family planning  7 

 HIV/AIDS 8 

 Cervical Cancer 9 

 Unwanted pregnancy  10 

 MR  11 

 Abortion  12 

 Sexual harassment at workplace or community  14 

 Others (Ab¨vb¨) 15 
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Q.4 Have you ever suffered from any of the aforementioned SRHR issues during last One     
Year?  If yes, did you avail SRHR services? If yes, where and rate the satisfaction of 
service you received

Issues
Q4_1
S R H R 
Issues

Have you ever 
suffered from the 
aforementioned 
SRHR issues? 
(Q4_2)

If yes in Q4_2, 
did you avail 
SRHR services? 
(Q4_3)

If yes in Q4_3, where 
did you avail the SRHR 
services from?(q4_4)
Please insert service 
providers code from 
the below table

Rate the service you 
received on 3-point 
scale where 1-Not 
satisfied,2-somewhat 
satisfied and 3-Very 
much satisfied 

 Yes  No Yes No 
 
 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

 1 2 1 2 

Formal Sources  Informal sources

Table of Formal sources & Informal sources 

Formal sources Code Formal sources Code Informal Sources Code Informal Sources Code

Govt Hospital 1 Informal providers/traditional healers nvZz‡o Wv³vi 11

NGO/Clinic 2 Family members 12

MBBS doctor 3 Pharmacy 13

Family Planning Center 4 Health Worker 14

Private Hospital/Clinic 5 Midwives 15



Q6. If no in Q4_3 and Q5_2, why did you not avail the SRHR products/services?

Community Influence 

Q7. Where do you usually go to when you are unwell? Why do you go there?  

Name of places visited (q7_1)  
 

Reasons(7_2)  
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Q.5 Ask if ‘yes’  Q4_2,  did you avail SRHR products? If yes, from where did you avail and
       rate the quality ofproducts you used. 

If yes in Q5_1,
did you avail
SRHR products?

What products did you
avail?

where did you avail the SRHR
products from?(q5_4) 

Rate the products you received
on 3-point scale (q5_5). (where
1-Not satisfied,2-somewhat
satisfied and 3-Very much satisfied)

Issues
Q5_1
SRHR Issues
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Q.8 For your personal SRHR issues whose advice do you take most?  Plese rank 

Influencers Code Rank
Husband 1
Mother-in-laws  2
Father-in-law  3
Others In-laws  4
Community Peers 5
Friends 6
Neighbors 7
Other relatives 8
Community leader/Matobbar 9
Self-decision 10
Others 11

Q 9. Do you face any kind of barriers (from husband, friends, community peers, in-laws,    
        neighbors etc.) when availing these healthcare facilities?

 Influencers Code Type of problems faced

 Husband  1 

 Mother-in-laws  2 

 Father-in-law  3 

 Others In-laws  4 

 Community Peers  5 

 Friends 6 

 Neighbors  7 

 Other relatives  8 

 Community leader/Matobbar 9 

 Self-decision 10 

 Others  11 

______________________ Name &¬Signature of Interviewer/FI 

______________________ Name &Signature of Supervisor
 Date:
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Appendix 3: FGD Guide and Questionnaire (KII)

  FGD guide

 Study Title: Priority health needs of female garments workers and community influences

Greetings.....My Name........................................................................I have come from Innovision Consulting 
Private Limited. Currently, we are conducting a survey on ‘Priority health needs of female garments workers and 
community influences’. It would be a great help for us to get your opinions on this issue. Your opinions would be 
regarded as confidential and would be used only for research purpose.

Participants profile

 Sl. Name Factory Designation Age Working Marital Status No. of children Verbal consent  
     Exp (Yr.) (Married/unmarried)   (Yes/no) 



- Describe briefly about different health problems are suffering from, from where you take health services,   
 availability of health services in your locality and type of problems you face while availing these services.

- Please describe briefly about your knowledge on different SRHR related problems.

- Please describe briefly about symptoms of these diseases.

- With whom you contacted first when you suffered from these type of problems. How did they help you?

- Name of some SRHR issues that you had suffered in the last one year.From where you had availed health services.

- Name of the places from where you had availed SRHR related products.

- Please tell me about the standard and affordability of these products.

- In you locality, if adolescent/elderly women suffer from these issues, from where they take services.

- Please explain briefly, what type of problems you faced while availing SRHR services and products.

- Please explain briefly, what type of barriers you faced while availing SRHR services and products.

Key Informants Interview

I. In your opinion, what livelihood aspects are important to the female RMG workers of your locality? (Please probe  
 and try to understand how much SRHR issues are important to them)    

II. What are the general health problems they suffer from? From whom they generally discuss/take suggestions  
 about their problems? In your locality, where health facilities are available? From where they avail general   
 health related problems in your locality? 

III. From you experience, please mention the name of SRHR related issues that the workers of your locality/factory  
 suffer from. 

IV. With whom they normally discuss regarding the SRHR related problems?

V. From where they generally avail SRHR related health services?

VI. From where do they collect SRHR products?  

VII. Do they get quality services? Can they afford these services?

VIII. What are the barriers the face while availing these services?

IX. From whom they face these barriers?

47



Appendix 4: Factory Name 

Serial  Name of Establishment Contact Person

1  Sonia And Sweaters Ltd. Md. A. Quayam, Executive Administration, Mobile:01915907097

2  Divine textile Ltd. Md. Robiul Islam (Robi), (HR. Admin & Compliance), Mobile:01719837431

3  Comfit Composite knit Ltd. Hedayet Hossain, Sr.manager (Admin & Compliance), Mobile: 01619995010

4  L.R. Fashion  Azad-Al-Shamim

5  Fashion Dot Com Alomgir, Admin Officer, Mobile: 01750161446

6  DBL Group Md. Abul Hossain, AGM (HR), Mobile: 01730043905

7  Koreas Bangladesh Ltd. Md. Shoriful Hossain, AGM-HAC, Mobile: 01711218080

8  Ananta Hoaxing Ltd.  Abu Hanif, Manager, Mobile: 01611456795

9  Wisteria tasteless Ltd.  Humayun Kabir, Admin Officer, Mobile: 01719966412

10  South East textile Privet Ltd. Mr. Jahir, Administration, Mobile: 017556297788

11  All Wather Fashion Ltd. Idris,  Store Keeper, Mobile: 01675279383

12  Norban Comiter Ltd. Rajaul, Administration (HR), Mobile: 01755511655

13  Birds Limited Mr. Mashumul Kabir Mobile: 01686148414

14  Moni Fashion Gaus Uddin Khan M.D. Phone Number: 02-8157960, 02-8157961

15  Interstoff Apparel Ltd Rafiqul Islam Mobile: 01730728073

16  Ananta Huaxing Limited Hanifur Rahman Hanif Mobile: 01611456795

17  Badhon Fashion Mr. Swapan, Mobile – 0171309860
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