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ABSTRACT 

Globalization and the changing nature of work have brought many new health and safety 

challenges to the workplace, especially for developing countries. More than three-

quarters of the world’s total working population still do not have access to OHS services 

in 2014, and the coverage rate of basic OHS services is often lowest in low- and middle-

income countries. These low OHS services, combined with the OHS hazards and 

psychological risks, put workers in low and middle-income countries at high risk from 

the health problems at the workplace. This is particularly the case for migrant workers 

who often face the double burden of health and safety issues from both their workplaces 

and their social circumstances. However, few studies examine this health and safety 

double burden that internal migrant workers experience. None of the current literature 

provides insight into how this double burden may affect internal migrants in low and 

middle-income countries such as Vietnam.    

In the past few decades, the rapid increase of industrial activity has drawn a great number 

of people from rural areas to work in urban industrial sectors in Vietnam. This puts 

significant pressure on Vietnam’s workplace health system. In 2014, fewer than 20% of 

workers in Vietnam’s formal sectors were covered by OHS services. Since then, a 

growing number of internal migrants has entered the manufacturing sector, putting even 

more pressure on Vietnam’s health system. Therefore, it is critical and urgent to ascertain 

internal migrant workers’ health and safety needs so that adequate healthcare provisions 

can be developed. To this end, this study adopts the ‘integrative workplace health 

promotion’ (IWHP) approach to guide its research.  

Using Vietnam’s garment industry as a setting, this research aims to investigate the health 

and safety issues experienced by internal migrant workers and suggest potential strategies 

to promote their health. The study uses a combination of qualitative and quantitative 

methods, guided by the comprehensive Community Needs Assessment (CNA) 



ii 

 

framework developed by Chu. The study first compiled the workplace community profile 

through secondary data analysis. It then investigated the issues and solutions defined by 

experts and authorities by interviewing 17 policymakers, trade union representatives, 

OHS experts and workplace managers. Workers’ views and experience (felt needs) were 

collected through participant observation and in-depth interviews of 21 migrant workers. 

Finally, a questionnaire survey was administered to 328 internal migrant workers in the 

garment industry to identify the expressed needs and to verify the felt needs.  

The study’s findings confirm that migrant workers in Vietnam’s garment industry face a 

double burden from both OHS issues and their social circumstances. These workplace 

and social issues are often interrelated and work in combination to influence migrants’ 

health and wellbeing.  

The work-related issues adversely impacting on garment workers’ health and safety 

related to their working conditions, management culture, job pressure, and weak OHS 

protections. Apart from observable hygiene hazards such as dust, noise, and poor 

ergonomics, workers reported experiencing pressures from long working hours, high 

speed and volume demands from their job (52.5%), and a low level of job control (42%). 

Furthermore, 16.8% of migrant workers reported that they experienced verbal abuse and 

bullying from their supervisors, which has affected them emotionally, mentally and even 

physically. Furthermore, the combination of the lack of OHS services, weak collective 

bargaining power, poor health and safety culture at the workplace and a lack of reporting 

mechanisms left migrant workers unprotected against health and safety issues arising in 

the workplace.  

The living conditions that influence migrant’s health significantly include low-quality 

housing, poor sanitation conditions, and unsafe living environments. Nearly 50% of the 

worker had to share the toilet and wash facilities with other households. Migrants also 

experienced sadness, loneliness and stress from being separated from their family and 
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children, and social isolation. Among migrants who had a child/children, 47.2% lived 

apart from their children. In addition, 7.3% of migrant workers reported being socially 

isolated and 11% reported experiencing a low level of social support. Structural or policy 

factors, the Ho Khau policy (household registration system) in particular, remain the key 

barrier to internal migrants’ access to healthcare and social services.   

Based on the CNA findings, the study recommends practical measures to address worker 

needs in accordance with the five action strategies of the Ottawa Charter for Health 

Promotion. The key recommendations are: removing the restriction to  health and social 

services associated with Ho Khau status; developing affordable housing for migrant 

workers; strengthening  the roles  of independent trade unions and worker representatives 

to negotiate on behalf of workers concerning health and safety issues; setting clearly 

defined guidelines regarding abuse, harassment and bullying prevention and control as a 

corporate social responsibility; and strengthening workplace health and safety culture 

including the provision of pathways for employee input and concerns in a timely manner. 

In conclusion, the study demonstrates the utility of the comprehensive CNA framework 

to support the IWHP approach to design tailored, effective strategies to address internal 

migrant health needs. The findings of this study should also inform other industrializing 

low- and middle-income countries sharing similar challenges relevant policies and 

strategies to address the health and safety concerns of their migrant worker populations. 
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“…my day has no sun. I wake up … in a room without a window. Then rushing 

to work… When the working day is over, it is already dark. …once again 

cooking, bathing and washing… only spent a little time to surf the internet and 

Facebook, then try to sleep for the next workday …sometimes I don't know 

where this hard life will go”  

(Voice of the migrant worker, female, 29 years old) 

 

 



1 

 

CHAPTER 1.  INTRODUCTION 

 Introduction 

In the context of globalisation, workers in low- and middle-income countries (LMIC) face 

growing pressures from high-speed development driven by industrialization, 

globalization and migration (Chu & Dwyer, 2002; Houtman et al., 2007; International 

Labour Organization, 2014). Apart from addressing work-related injuries, workplaces in 

low- and middle-income countries also have to deal with increasing occupational stress, 

and chronic diseases and their associated socio-economic burden (Ryan, 2012; WHO, 

2008b). In addition, the coverage rate of basic occupational health service is often the 

lowest among the vulnerable groups of workers such as internal migrant workers (WHO, 

2014).   

Internal migrant workers are among the most vulnerable to health problems when 

compared to their counterparts because they bear the burden from both work-related 

health determinants and health determinants related to living conditions and migration 

(IOM, 2012; Klugman, 2009). However, little is known about the impacts of the health 

and safety double burden on internal migrants in low and middle-income countries such 

as Vietnam.  

Similar to other industrializing countries that have experienced a substantial 

socioeconomic transition and international integration, Vietnam has a growing number of 

workers migrating to urban areas and industrial zones to meet the labour demand of the 

rapidly developing manufacturing and production systems (Marx & Fleischer, 2010). 

However, internal migrant workers, especially in labour intensive and low labour cost 

industries such as the garment industry, experience low coverage of occupational health 

services and low-quality living conditions (MOLISA, 2010). Government agencies and 
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policies have not paid enough attention to protecting the rights of migrants to access basic 

social services (Nguyen-Hoang & McPeak, 2010; Phan & Coxhead, 2010). Thus, it is 

important for the nation to adopts the “integrative workplace health promotion” approach 

to protect and promote the health of this vulnerable group of workers (WHO, 2008a).  

Initiated in the 1990s by the World Health Organisation, integrative approach to 

workplace health promotion were recommended to deal with the multifaceted workplace 

pressures and their health impacts on employees (Chu, 2004).  However, it has been not 

clear if the model could be a strategy for the health care needs of internal migrant workers 

in low- and middle- income countries who might face different factors of health 

vulnerability. To achieve the comprehensive integrative approach, there is a need for a 

comprehensive knowledge about health and safety issues and the need for all stakeholders 

to participate in strategies to protect and promote the health of workers (Chu, 2004).  

Therefore, this research aims to investigate the health and safety issues experienced by 

migrant workers in the garment industry in Vietnam and suggest potential strategies to 

promote their health. This introductory chapter will provide an overview of the thesis. 

The chapter will first present a brief background and the scope and aims of the research. 

It will then summarise the research methodology and explain the outline of the thesis.  

 Background to the research 

Workers represent half the world’s population and are the major contributors to economic 

and social development, yet every year over more than 2.3 million people die from work-

related diseases and accidents (Hämäläinen et al., 2009). Globally, it is estimated that the 

total cost of work-related ill health is 4-5% of the gross domestic product (Guidotti, 2011; 

Houtman et al., 2007; WHO, 1995). In the context of globalisation, workers in developing 

countries are facing the burden of workplace health and safety issues.  
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The increasing international movement of jobs, products and technologies has led to a 

shift of occupational risks to less advantaged groups such as workers in developing 

countries (Guidotti, 2011). The total number of fatal accidents has increased in low- and 

middle-income countries of South-East Asia and Western Pacific Region (Hämäläinen et 

al., 2009; Hämäläinen et al., 2006). In addition, workers in developing countries are 

facing increasing exposure to psychological risk factors arising from the changing nature 

of work such as changing of work organisation structure, the reorganization of working 

time and space arrangements and increasing job insecurity (Hogstedt et al., 2007). 

Consequently, developing countries are facing significant challenges in providing basic 

occupational health and safety (OHS) services for vulnerable groups of workers. The 

coverage rate of basic occupational health service is often lowest among the groups of 

workers who are most vulnerable including workers in small enterprises, the informal 

sector, agriculture and migrant workers. Around the world, more than 85% of these 

vulnerable workers are not covered by basic occupational health services (WHO, 2014).  

Migrant workers are one of the largest vulnerable working groups that represent a 

growing share of the working population (IOM, 2012; Klugman, 2009). A growing body 

of research explores how being an internal migrant can increase an individual’s risk of 

occupational injury or illness and health inequity because migration increases the 

vulnerability of migrants to a numbers of health determinants across the social structure 

(Hu et al., 2008; Kusuma & Babu, 2018; WHO, 2016). In addition, unregistered internal 

migrant workers in some countries such as China and Vietnam, also have difficulties 

accessing health and social services (Hesketh et al., 2008). This reflects the traditional 

migrant health approaches which are often based on the principle of exclusion and 

consider migrants as a threat to local health systems (Zimmerman et al., 2011). The 

modern approach to migrant health is based on the inclusion of the migrants’ right to 
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health and focuses on the reduction of inequalities and social protection in health in the 

context of a multi-sectoral approach (ILO, 2010b).  

One developing country that has undergone a substantial socioeconomic transition is 

Vietnam (World Bank & MPI, 2016). Due to growing disparity among regions and the 

development of manufacturing and production systems, Vietnam has a growing number 

of internal migrant workers, especially in labour intensive and low labour cost industries 

such as the garment industry (Marx & Fleischer, 2010). However, government agencies 

and policies have not paid enough attention to protecting the rights of migrants to access 

basic social services (Nguyen-Hoang & McPeak, 2010; Phan & Coxhead, 2010). In 

addition, internal migrant workers in Vietnam experienced very low coverage of basic 

occupational health services and low-quality living conditions (MOLISA, 2010). There 

is a need for an integrated health promotion strategy to protect and promote the health of 

internal migrant workers in the garment industry in Vietnam. Therefore, it is critical and 

urgent to find out the health and safety needs of internal migrant workers so as to develop 

adequate health care provisions for migrant workers in Vietnam. To this end, it should be 

most appropriate and suitable to use the integrative workplace health promotion to guide 

this research. 

Integrative workplace health promotion which integrates workplace health promotion and 

occupational management is promoted as an entry point for health services delivery and 

to provide adequate health promotion programs for internal migrant workers and their 

families (WHO, 2007a). By applying a wider focus and stakeholder needs-based 

principle, the integrative workplace health promotion approach moves away from the 

one-size-fits-all approaches to interventions (Chu et al., 2000). The comprehensive focus 

opens the integrative model to all the possibilities to improve workers’ health, tackling 

both traditional and new workplace health issues. In addition, due to the fact that the 

workplace health promotion model is focusing on the priority health and safety issues and 
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needs of all stakeholders, the approach also could encourage participation of all 

stakeholders (Chu, 2004). The integrative approach to workplace health promotion and 

occupational health and safety has been tested and shown its potential in providing 

affordable and adequate strategies for protecting and promoting workers’ health, 

especially for the vulnerable workers in small enterprises in developing countries (Chu, 

2004). However, it has been not clear if the model could be a strategy for the health care 

needs of internal migrant workers in developing countries who face different factors of 

health vulnerability. In addition, to achieve the comprehensive integration approach, there 

is a need for a comprehensive knowledge about health and safety issues and the need for 

all stakeholders to participate in strategies to protect and promote the health of workers. 

 Scope and aims of the research   

This research aims to investigate the health and safety issues experienced by migrant 

workers in the garment industry in Vietnam and potential strategies to promote their 

health. This study focuses on factors in internal migrant workers working and living 

conditions that relate to their health and safety and demonstrates an integrative solution 

for migrant workers’ health. The study is based on a comprehensive assessment of 

internal migrants’ determinant of health from the perspective of all the stakeholders. This 

needs assessment is based on two garment factories in Vietnam and the migrant 

community living around the two case study settings. Thus the specific objectives of the 

research are: 

1. To identify the current status and trends of workplace health and safety issues 

in developing countries in the context of globalization. 

2. To examine the characteristics of internal migrant workers and social factors 

affecting their health in developing countries and in Vietnam in particular. 
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3. To examine the key health and safety issues experienced by migrant workers 

in the garment industry in Vietnam. 

4. To propose potential strategies to improve health and safety issues for migrant 

workers in the garment industry in Vietnam. 

 Research design and methods 

The study uses a mix of qualitative and quantitative methods. The study starts by using a 

literature review to address objective 1 and 2. Then, using the Comprehensive 

Community Needs Assessment framework, developed by Chu (1994), as an overall 

approach the study explores the health and safety issues of migrant workers in the 

research setting and the related strategies (needs). This research approach requires 

investigating the needs from the view of four different perspectives (normative, felt, 

expressed and comparative needs). Therefore, a mix of qualitative and quantitative data 

collection methods is employed. Firstly, a systematic literature review and a good practice 

review were conducted in order to learn the lessons of how other low- and middle- income 

countries and countries in the Asia Pacific region implement their workplace health 

promotion intervention (the comparative needs). Next, a stakeholder interview and 

secondary data analysis were conducted to identify the perspective of experts on the key 

issues. This is followed by a grounded theory study using participant observation, 

unstructured and in-depth interviewing of migrant workers, to investigate how migrant 

workers in the garment industry feel about their living and working conditions and related 

health issues. Finally, a questionnaire survey, which is based on the result of the grounded 

theory study, was conducted to verify the felt needs and identify the expressed needs of 

the community.  

Following the data collection stage, the investigator analysed the data using thematic and 

grounded theory analysis for the qualitative data, and descriptive, Chi-square, Pearson 
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correlation coefficient tests and logistic regression for the quantitative data. Based on the 

results of the needs assessment, the potential strategies for promoting and protecting the 

health of migrant workers in the garment industry in Vietnam was formulated using the 

integrative approach to workplace health promotion and the Ottawa charter health 

promotion action framework.  

 Structure of the thesis  

This thesis is divided into two parts and consists of eleven chapters, including an 

introductory and concluding chapter. Chapter One, this introductory chapter, sets the 

scene for the thesis, briefly presents the background, the aim, the methodology, and then 

explains the thesis structure.  

The first part of the thesis, consisting of five chapters (Chapters 2 – 6), provides a review 

of the literature and the methodology of the thesis. The literature review begins in Chapter 

Two with an overview of historical workplace health and safety development and 

highlights the existing challenges for the workplace in low- and middle- income 

countries. Chapter Two analyses the status of workplace health and safety in low- and 

middle- income countries, emphasising the struggle of low- and middle- income countries 

in providing adequate health services for their workers, which include a rising number of 

internal migrant workers. This is followed by Chapter Three which examines the 

relationship between migration and health, focusing on internal migration in low- and 

middle- income countries. The chapter discusses the status of internal migrants in low- 

and middle- income countries, the health status of internal migrants and the determinants 

of internal migrants’ health. The next chapter, Chapter Four, provides an overview of the 

workplace health situation, the characteristics related to internal migrants’ health and the 

background information about the garment industry in Vietnam in order to put the 

research setting in context. Chapter Five examines the integrative approach to workplace 
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health in order to set the foundation for the methodological approach of the research. The 

chapter examines the development of workplace health promotion and describes the key 

characteristics of the integrative approach to workplace health. The chapter also presents 

a systematic review of evaluation studies of workplace health promotion interventions in 

low- and middle- income countries and a good practice review of national workplace 

health promotion programs in Asia-Pacific in order to provide suggestions for the 

development of workplace health promotion in Vietnam and other countries in similar 

situations. Lastly, in Chapter Six, the research design and methodological chapter 

presents the research rationale, research questions and the methodology to address the 

research question. Issues related to research rigour and ethical considerations are also 

addressed in Chapter Six. 

The second part comprises four chapters (Chapters 7 – 10) and presents and discusses the 

findings of the research as well as its implications and recommendations. Chapter Seven, 

the first findings chapter, presents a profile of the research setting and findings from the 

analysis of the strengths, weaknesses, opportunities and threats of providing health and 

safety services for migrant workers in the garment industry in Vietnam from the 

perspective of high-level stakeholders. The next two chapters, Chapter Eight and Nine, 

synthesize findings from a grounded theory study and a community survey to describe 

the health and safety issues experienced by internal migrant workers in the garment 

industry in Vietnam. In Chapter Eight, issues in migrants’ living circumstance that relate 

to their health are presented. Chapter Nine presents the findings related to the workplace 

health and safety issues experienced by garment workers. The last chapter of the second 

part, Chapter Ten, summarises and discussed the key findings of the thesis. The chapter 

also provides strategies, which are developed based on the Ottawa Charter for Health 

Promotion, in response to the identified health and safety issues. The strength, the 
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weakness and the significance of the research are also discussed in this chapter in order 

to provide recommendations for future research. 

Finally, Chapter Eleven, the concluding chapter, summarises the overall findings of the 

research and draws attention to the major contribution of the research. The chapter 

concludes the thesis by suggesting practical solutions that inform future practice.  

 Conclusion 

This chapter has provided an overview of the background and rationale, the aim of the 

research and the research methodology. The overall structure of the thesis was also briefly 

described. The next part, Chapters Two to Six, explores four contextual fields related to 

the research topic and presents the research methodology. The next chapter will examine 

the first contextual field concerning workplace health and safety in low- and middle- 

income countries in the context of globalisation. 
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CHAPTER 2.  WORKPLACE HEALTH AND SAFETY 

IN LOW AND MIDDLE-INCOME COUNTRIES IN 

THE CONTEXT OF GLOBALISATION 

 Introduction 

Workers represent half the world’s population and are the major contributors to economic 

and social development, yet every year over more than 2.3 million people die from work-

related diseases and accidents (Hämäläinen et al., 2009). Recent figures have shown that 

the total number of fatal work-related accidents in low- and middle- income countries, 

where about 75% of the world's labour force is based, has increased (Hämäläinen et al., 

2009). Workplaces in the industrializing countries are faced with growing pressures from 

rapid development driven by global competition, technological changes and internal 

migration (Ryan, 2012; WHO, 2008b). Apart from addressing work-related injuries, 

workplaces in the low- and middle-income countries also have to deal with increasing 

occupational stress, chronic diseases and their associated socio-economic burden (WHO, 

2008b).  

This chapter reviews the status and trend of workplace health in the globalized world, 

particularly focusing on challenges for low- and middle- income countries. The chapter 

starts by reviewing the historical development of workplace health and safety. It then 

presents an overview of the pressing challenges confronting workplaces in low- and 

middle- income countries. Finally, the chapter will provide an overview of contemporary 

issues of workplace health and safety in faced by low- and middle- income countries.  

 Historical development of workplace health and safety 

Work has been a fundamental part of human life since humans began to use tools to create 

what they needed for life and in many ways defines what it means to be human. Work 

also accounts for a significant proportion of the risks to human health and wellbeing. The 



12 

 

changing nature of work has brought new challenges for occupational health and safety. 

The development of workplace health and safety has advanced in line with the changing 

nature of work and is based on our advancements in understanding the determinants of 

workers’ health.  

In historical times, various work-related health risks have been repeatedly described by 

physicians. As early as the year 430 BC Hippocrates described in De Affectionibus some 

diseases related to work. More specifically, in the year 1700, Bernardino Ramazzini, 

founder of occupational medicine, published his first book on occupational diseases, De 

Morbis Artificum Diatriba [Diseases of Workers] about the relationship between 

occupations and some diseases (Ramazzini 1705 cited in (Stellman, 1998) and (Guidotti, 

2011)). However, occupational health as a collective activity toward protecting worker’s 

health was not yet established.  

The first and second industrial revolutions brought together large numbers of workers 

under supervision in a single worksite for prolonged periods of time to conduct 

mechanized work for the first time in history. The process of industrialization led to the 

revolution in work methods. The first industrial revolution (ca. 1760 – 1840) marked a 

shift from hand production methods to machine production, new chemical production and 

iron manufacturing processes. And the second industrial revolution (ca. 1840 - 1960) 

marked great progress in the methods of mass production. Workers had to work in 

factories where the sole concern of the workplaces’ managers was the maximisation of 

profit (Peterson & Mayhew, 2005). For workers working in these large-scale plants and 

using new technology, facing the dangers of physical injury from conveyor belts and 

speeding machines, and exposed to a range of chemicals, their workplaces had become a 

source of physical injury, disease, disability and death. Working in a factory was 
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particularly hazardous for child labourers who worked for long hours and faced serious 

injuries. 

In response to such working conditions and the rise of labour movements, governments 

took responsibility for minimum standards for health and safety. Because of the concern 

about working conditions and child labour in the garment industry, the United Kingdom 

government enacted the Factory Acts of 1802 (Burke et al., 2011). It was followed by the 

Act of 1833 which created a professional factory inspectorate (Burke et al., 2011). This 

Act was followed by several landmark changes to occupational health and safety during 

the nineteenth century in the United Kingdom, the United State of America, and Germany 

such as setting up the American Society of Mechanical Engineers, one of the first 

standardising bodies for worker’s compensation law (Burke et al., 2011). There were also 

the landmark occupational health and safety court cases which defined the ‘Duty of Care’ 

established in the United Kingdom. The case emphasized the non-delegate duty to create 

a safe system of work by the employer. Even if the employer delegates that duty to 

someone else, the employer still remains responsible for workplace safety. This case 

revolutionised health and safety practice. Improvements in legislative drafting during this 

time helped foster the growth of regulations to the law, the development of scientific 

standards, and the convention of calling up these standards in legislation and regulation. 

There was also significant social enlightenment accompanied by considerable growth and 

development in the social and physical sciences.  

This history of occupational health and safety development had set a substantial 

foundation for OHS legislation and practices in industrialised countries. However, many 

industrialising countries are still facing problems in balancing rapid development and 

protecting the health and safety of the workforce. They are following the footpath of 

industrialised countries on developing a strong manufacturing sector. However, as 
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showed in the development of occupational health and safety, associated with 

industrialization are the burden of occupational injuries and disease.  Looking at the 

history of occupational health and safety is one of the best ways to understand why the 

occupational health and safety regulations and policies exist and the benefit they offer, 

even if they’re not always easy or convenient to comply with.  

Recently, globalization and advances in technology have added many challenges to 

workplace health by bringing profound changes to the nature of work globally.  The 1970s 

marked the beginning of an era of globalization in which free trade agreements and rules 

for global economic operations were promoted and rapid progress in transportation has 

resulted in dramatically lower costs of moving goods, capital, and people across the globe 

(Sellers & Melling, 2012). Moreover, the worldwide introduction of new information and 

communication technologies has fundamentally changed the way work-life operates in 

time and space (Guidotti, 2011; Osterhammel & Petersson, 2009). As a consequence, 

globalisation and international development have brought new challenges and changes to 

occupational health and safety. With the globalization of occupational hazards, there is 

an increasing need for international collaboration on occupational health and safety 

activities as stated in the World Health Organisation (WHO) Declaration on 

Occupational Health for All (WHO, 1995). In addition, with the elimination of tariff 

barriers,  and with less state control on the enterprises’ activities, especially on 

multinational corporations, and with global competition, low- and middle- income 

countries are facing great challenges in adapting to the new situation and creating 

opportunities for the future development of occupational safety and health (López-

Valcárcel, 2001).  

Many industrializing countries are still struggling with the rapid development of their 

industrial sectors. In addition to the challenge of traditional health and safety issues which 
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is exacerbated by the process of fast industrialisation, industrializing countries are also 

facing the contemporary challenges from globalization and the changing of technologies.  

 Contemporary challenges for workplace health and safety in low and 

middle-income countries 

As mention in the previous section, low and middle-income countries faced with a 

number of challenges in safeguarding a safe and healthy workplace for their growing 

workforce. This section will discuss the two contemporary challenges for workplace 

health and safety in low and middle-income countries, namely globalisation and 

technological change and changing health patterns and the rising burden of non-

communicable diseases. 

2.3.1. Globalisation and technological change 

Among the many phenomena that profoundly impact the global development of 

occupational health and safety, globalization is one of the most debated and analysed. 

Stearns (2017, p. 2) defined the term globalization as “the process of transformation of 

local phenomena into global ones … a process by which the people of the world are 

unified into a single society and function together”. Historians argue today as to when in 

history globalization emerged. Early forms of globalization may have arisen in trade 

between distant parts of the world during the empires of ancient Egypt, China, Greece 

and Rome (Osterhammel & Petersson, 2009). The modern era of globalization is often 

dated from the 1970s. It is characterised by rapid technological progress, such as in 

transportation, communication and information technology, resulting in dramatically 

lower costs of moving goods, capital, and people across the globe (Osterhammel & 

Petersson, 2009). Nations, businesses and people are becoming more connected and 

interdependent through increased economic integration, communication, cultural 

diffusion and travel (Labonte & Schrecker, 2006). Flexible manufacturing systems have 
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emerged, supported by computer-aided production. This flexibility has facilitated foreign 

direct investment, which has benefited many economies, and has changed the image of 

industrial production worldwide by allowing corporations to transfer production to places 

where production costs, especially labour costs, are lower (Loewenson, 2001).  

Globalization has a direct effect both on workers and on the work environment. In fact, 

the labour market is one of the main channels through which globalisation can affect the 

economies that integrate into the global market. Globalization has changed the face of 

workplaces due to the nature of work and employment, deregulation of working 

conditions and occupational health and safety, increasing labour movement and the 

transfer of hazardous industries to the developing world.  

Globalization brings many effects on working and employment conditions and the nature 

of work. These impacts are the changing of work organisation structure, the 

reorganization of working time and space arrangements and increasing job insecurity. 

Globalisation has forced businesses to change the way they organise. Two restructuring 

trends are happening at the same time, which are consolidation—as companies grow 

larger or many small companies merge – and fragmentation – as different parts of 

production are divided among different parts of a production process or even among 

different suppliers that might be located in different countries (Guidotti, 2011). The 

ultimate goal of the two processes is to enhance the efficiencies and the competitiveness 

of the business. Despite some positive effects on working conditions, there are a number 

of examples of negative impacts on occupational health and safety due to the deregulation 

of occupational health and safety standards. Additionally, workers are increasingly 

experiencing a loss of control over work and careers (Rantanen et al., 2004). The 

perception of low work control may arise due to the increased pace of work and the 

constant advances in technology in the workplace (Sparks et al., 2001).  
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Another consequence of advanced technology, changing of work organisation and ever-

greater demands for flexibility in work schedules and location are the reorganisation of 

working time and space (Sparks et al., 2001). In terms of working time, there are two 

major problems, which are the increase of work time and the increase of alternative work 

schedules such as the prevalence of unconventional work hours, evening work, weekend 

work, and two-shift work. High demands on the workers for productivity in the new 

economy increase exposure to long working hours. In addition, industrial activities have 

become adjusted to a 24-hour, 7-day work schedule. Other situations require frequent 

overtime work due to tight deadlines, understaffing or emergency contingencies 

(Guidotti, 2011). ILO estimated that 36.1 % of the global workforce works excessive 

hours (more than 48 hours per week) (ILO, 2019). Those changes make time management 

more and more difficult for a growing number of workers as it has had an impact on the 

working hours throughout the world. There has also been an increase, for example, in the 

use of work days or work shifts longer than 8 hours. Some schedules compress the work 

week so that 36–48 hours of work are completed in 3–4 days instead of 5 days (Hogstedt 

et al., 2007).  

Globalization also causes the deregulation of working conditions and occupational health 

and safety. Increased global competition intensifies workplace pressures, driving 

enterprises to restructure and cut costs, including by lowering health and safety standards 

(Callus & Lansbury, 2000; Mishra, 1999). Countries, especially developing and new 

emerging economies, also have to compete with each other to attract international 

investment by way of reduced wages, along with fewer worker rights and protections 

(Loewenson, 2001). As a consequence, multinational corporations have an ever-powerful 

impact on a country’s policies, and especially policies about the deregulation of working 

conditions and occupational health and safety  (Peterson & Mayhew, 2005). Examples of 
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deregulation of occupational health standards under liberalised tax and trade regimes can 

be seen in export processing zones. Export processing zones have been associated with 

high levels of machine-related accidents, dust, noise, poor ventilation, and exposure to 

toxic chemicals (Loewenson, 2001).  

Globalization also facilitates the transfer of hazardous industries to low- and middle- 

income countries. While manufacturing goods in developed countries become more and 

more costly due to high labour costs and high labour and environmental standards, the 

manufacturing costs in low- and middle-income countries are much lower due to the 

cheap and abundant workforce and very low standards in labour and environment 

regulations. Governments in low- and middle- income countries have also seen economic 

benefits of allowing hazardous industries into their countries. By largely reducing 

transportation cost and increase the linkages of economies, globalisation has enabled the 

shifting manufacturing to the developing world (Hogstedt et al., 2007). The liberalised 

trade has come together with the transfer of obsolete and hazardous technologies and 

machinery and the relocation of occupational hazards, such as chemical substances, 

unshielded machinery, and unsafe materials to low- and middle-income countries. This 

process contributes to a significant increase in hazardous jobs in low- and middle- income 

countries 

The transfer of manufacturing industries also leads to the increase of new work and 

organizational processes, an increase in assembly line work, low skilled and precarious 

employment in low- and middle-income countries (Peterson & Mayhew, 2005). 

Consequently, globalisation has also been associated with an increase in musculoskeletal 

disorders from repetitive and forceful movements as well as an increase in stress-related 

diseases in many low- and middle- income countries. (Hogstedt et al., 2007) 
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Another reason for hazardous jobs is the growth of informal employment. Informal sector 

workers are not protected by any national labour laws. They receive neither health 

insurance nor pensions, and are not included in any national labour statistics. Minimum 

standards for working conditions are defined in each country only for the formal sector. 

In poor countries, agreements are not explicitly subject to any contract, and the informal 

sector employment forms a high proportion of total employment (Goldin & Reinert, 2006; 

ILO, 2010b) 

Furthermore, globalisation and advancements in technology increase the threats of job 

insecurity. While globalization has increased economic activities and employment in 

some areas, it has also cut off employment and eliminated jobs in many countries, local 

communities, and economic sectors (Takala et al., 2009). High levels of unemployment 

and a sharp rise in informal employment that were witnessed in Indonesia, the Philippines 

and Thailand after the global financial crisis in 1997 demonstrate the vulnerability of 

workplaces in low- and middle- income countries in a globalizing world (Lee & Eyraud, 

2008). Dozens of occupations have become obsolete and have disappeared, and fewer 

new occupations have been created. The International Labour Organisation (ILO) 

estimates that the number of people unemployed or underemployed in the world today 

exceeds 800 million, or nearly one-third of the labour force (International Labour 

Organization, 2014). 2 billion people make their living in the informal economy (ILO, 

2019). The types of employment have also changed through the growing prevalence of 

short-term and fixed-term work contracts and the increasing number of self-employed 

and precarious workers (Guidotti, 2011). 

As a result, for the workers, the changing nature of work might include the increasing 

fragmentation of the labour market, the demand for flexible contracts, increased job 

insecurity, a high work pace, long and irregular working hours, low control over job 
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content and process, and low pay, together with new occupational hazards accompanying 

the old and new industries and technologies (Houtman et al., 2007; Peterson & Mayhew, 

2005).  

Furthermore, recent advancements in the use of online services, artificial intelligence 

(AI), robotics and related technologies pose significant threats to employment conditions, 

changing the arrangement of place and time of work (Ford, 2015; Frey & Osborne, 2017). 

These technological changes could trigger job insecurity both in terms of demand for new 

skills to operate the technologically advanced systems and in terms of a reduction in the 

number of jobs available.   

It is predicted that most workers in transportation and logistics occupations, together with 

the bulk of office and administrative support workers, and manufacturing jobs and 

agriculture, are at high risk of technological unemployment (Frey & Osborne, 2017). For 

example, an electric car making company, Tesla, uses 160 highly advanced industrial 

robots to produce 400 cars per week, almost without manual labour. It is estimated that 

47% of the workforce in the United State of America is at a high risk of technological 

unemployment (Frey & Osborne, 2017). 

Among all occupations at high risk of technological unemployment, manufacturing jobs 

in developing and newly industrialized countries such as China, Vietnam and Indonesia, 

which contribute a significant proportion of jobs in those countries, are at high risk of 

being replaced by automation. Those threats are visible in low- and middle- income 

countries, especially among export-oriented, labour-intensive industries. In 2013, 

Foxconn, one of the largest contract smartphone manufacturers in China, and Nike 

shoemaking factories in Indonesia both announced plans to introduce robots to replace 

workers in their production lines (Ford, 2015). A report in 2016 predicted that in countries 

of the Association of Southeast Asian Nations, 56 % of jobs are at risk of automation over 
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the next 20 years (Chang & Huynh, 2016). These changes put pressure on workers to 

accept poorer conditions to find employment. 

To sum up, in the context of globalization and rapid technological change,  low- and 

middle- income countries are faced with the burden of both new and traditional 

occupational health and safety risks (Ryan, 2012). Many low- and middle- income 

countries still struggle with the burden of traditional workplace risks such as injuries, 

respiratory diseases, dermatitis, and muscular-skeletal disorders that were magnified in 

the process of industrialization (WHO, 2008a, 2008b). For instance, the risk of fatal 

accidents could be more than ten times higher in newly industrialized than in long-

industrialized countries (WHO, 2008b). Additionally, new workplace issues have 

emerged in newly industrialized countries: exposure to new technologies and production 

processes the consequences for human health of which are still not well understood; 

higher pressure on working conditions and employment practices (ILO, 2010a; Ryan, 

2012). Psychological workplace risks, such as work-related stress, workplace bullying 

and violence, and work-life imbalance, are increasingly recognized as challenges in low- 

and middle- income countries (Chopra, 2009; Houtman et al., 2007). 

As a consequence, workplaces in low- and middle- income countries have experienced 

increased costs due to workplace sickness and loss in productivity as well as the increase 

in musculoskeletal disorders, work stress and mental health problems and their associated 

medical, psychosocial and behavioural outcomes (Chopra, 2009). 

2.3.2. Changing health patterns and the rising burden of non-communicable 

diseases 

There is a rapid change in health patterns of workplace health problems. That includes 

the rising of mental health issues and other non-communicable diseases at workplace. 
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As discussed previously, the changes in work organisation and global competition have 

increased the demands on workers (Fustukian et al., 2002; Hogstedt et al., 2007; Houtman 

et al., 2007). Global competition has also increased job insecurity and reduced benefits, 

including time for socialising (Ferrie et al., 2007; Houtman et al., 2007; Peterson & 

Mayhew, 2005). As a consequence of high job demands, lower benefits and lack of 

controls over work, the risks of occupational stress are expected to increase (Fustukian et 

al., 2002; Hogstedt et al., 2007; Houtman et al., 2007).  

Stress is the second most frequently reported work-related health problem in Europe and, 

along with other psychosocial risks, is thought to account for more than half (50–60 %) 

of all lost working days (Leka & Jain, 2010). A poor psychosocial work environment can 

have significant negative effects on workers' health (Stolk et al., 2012). Statistics also 

show that in many industrialized countries, 35–45% of absenteeism from work is due to 

mental health problems and 40% of employee turnover is due to stress at work (Rosch, 

2001).  There is now a strong belief that mental health problems and stress-related 

disorders are the biggest overall cause of premature death in Europe (Leka & Jain, 2010). 

Recently, the WHO emphasized that world developments and research findings indicate 

a need to address psychosocial risks and work-related stress, and that these are of 

increasing concern globally (Houtman et al., 2007). These developments are also 

reflected in other developing countries. In Latin America, awareness about the 

importance of psychosocial risks and their impact has become more prominent. High job 

strain in 24% of workers was reported in studies conducted in Argentina and Mexico 

(Juarez-Garcia & Schnall, 2007). In India, one study from a rural context found that job 

demand was the main factor significantly associated with exhaustion (Duraisingam & 

Dollard, 2005). Control and rewards accounted for cynicism and job satisfaction, 

respectively, and both demands and rewards were equally important in accounting for 
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levels of psychological distress (Duraisingam & Dollard, 2005). Another study in India 

reported a 25% rate of job strain among workers of a foundry company (Chopra, 2009). 

A survey from Vietnam showed that 20.7% of workers in a shoe manufacturing factory 

experience high job strain (Minh, 2014). In Africa, a report showed that 28% of workers 

in a garment factory in Congo were suffering from stress (Kitronza & Mairiaux, 2015). 

However, there aren’t enough in-depth studies to fully analyse the contextual differences 

and behaviours in low- and middle- income countries.   

Ageing of the workforce is expected to contribute significantly to the burden of NCD in 

the workplace. According to WHO, the Asia-Pacific region is experiencing population 

aging more rapidly than any region in history and on an unprecedented scale, leading to 

the aging of its workforces (UN, 2015). The number of people aged 65 and older in this 

region is expected to grow by about 22% every five years between 2015 and 2034 (UN, 

2015). To cope with the threat of a shrinking workforce, Asia-Pacific economies such as 

Japan, Korea, and Singapore have introduced a range of financial incentives for 

employers to promote longer working lives (World Bank, 2016a). In Singapore, the 

number of employees 50 and over is projected to increase by 55 per cent and will 

constitute 40 per cent of the workforce over the next 50 years (MMC, 2017). Meanwhile, 

other countries such as China and Vietnam are planning to raise their retirement age to 

cope with the rapid ageing in China and Vietnam (Hong'e, 2018; VNS, 2018).  

Many chronic and degenerative health problems are associated with longer lifespan. With 

lifestyle changes and the aging of the workforce, enterprises are confronted with increases 

in chronic illnesses such as cancer, heart disease, tobacco-related non-communicable 

diseases, mental health, diabetes, and injuries, increasing the economic burden on these 

societies (UN, 2015).   
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 Workplace health and safety in low and middle-income countries 

Face with the contemporary challenges of occupational health and safety, workplace in 

low- and middle-income countries are facing the burden of multiple workplace health and 

safety issues. This section will present the literature review related to the global burden 

of workplace health issues, the double burden of occupational health and safety problems, 

low coverage of occupational health and safety services and the pressure from the 

increasing wave of labour migrant focusing on the situation in low- and middle-income 

countries.  

2.4.1. Global burden of workplace health and safety issues 

Globally, it is estimated that the total cost of work-related ill health is 4-5% of the gross 

domestic product (Guidotti, 2011; Houtman et al., 2007; WHO, 1995). Globally, it is 

estimated that over 2 million people die from work-related diseases and over 320,000 

from work-related accidents every year. On top of that, 317 million suffer non-fatal 

occupational accidents annually (Hämäläinen et al., 2009; International Labour 

Organization, 2014). This represents an immense social and economic burden for 

enterprises, communities and countries, not to mention human and financial problems for 

workers and their families (see Table 2.1). In addition, recent figures have shown that the 

total number of fatal work-related accidents has increased, especially in the low- and 

middle- income countries of Asia and South America where about 75% of the world's 

labour force is based (Hämäläinen et al., 2009).  

Table 2.1. The cost of occupational disease and injuries. 

Type of cost Estimated cost Source 

Occupational diseases & 

accidents 

10 million DALYs (Disability 

Adjusted Life Years) lost and 

(Hämäläinen et al., 

2006; International 
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loss of 2.2 million workers, 

globally 

Labour Organization, 

2014)  

Work-related health loss & 

associated productivity loss 

4-5% of the Gross Domestic 

Product 

(Guidotti, 2011) 

Occupational health loss and 

reduced working capacity of 

workers  

10-20% of the Gross National 

Product 

(WHO, 1995) 

In the Constitution of the World Health Organization, health was defined as "a state of 

complete physical, mental and social well-being and not merely the absence of disease or 

infirmity" (WHO, 1948, p. 1). Occupational health and safety thus deals with all these 

aspects of health – physical, mental and social – in the workplace and has a strong focus 

on primary prevention of hazards. Despite the global efforts to provide occupational 

health and safety services, much remains to be done before the WHO’s objective of full 

coverage with essential interventions and basic occupational health services for all 

workers is achieved (WHO, 2007b).  

In addition to the burden of work-related disease and injury, the burden of absenteeism 

due to occupational injuries or ill health is of growing concern globally, but so is 

absenteeism due to work-related mental health problems (Cassitto et al., 2003). The 

health impact from psychosocial risks and work-related stress affects businesses as well 

as workers and their families because workers' illness is related to outcomes that can have 

a financial impact on businesses (Hassard & Europejska, 2014). These variables include 

sickness absences, the hidden cost of presenteeism when a sick worker is present at work 

but not fully productive, and also unemployment. Effects are also visible at national and 

even global economic levels.  
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Furthermore, as showed in table 2-2, the global economy is suffered from the increased 

costs of work-related stress and psychological risks factors  
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Table 2.2. The cost of work-related stress and psychological risks factors 

Type of cost Country Estimated cost Working days & 

additional information 

Source 

Work-related stress & 

related mental health 

problems 

European Union  

(15 Members States) 

3-4% of the Gross National 

Product  

€265 billion/year 

 (Hassard & Europejska, 

2014) 

Stress at work United Kingdom £4.55 billion  (Hassard & Europejska, 

2014) 

Sick leave due to stress and mental 

strain 

Sweden 

 

€2.7 billion 14% of the 15,000 workers 

on long-term sick leave 

(Iavicoli et al., 2004) 

Stress-related illnesses France Between €830 and €1,656 

million 

 (Bejean et al., 2003) 

Health care cost and absenteeism, 

staff turnover, loss of productivity 

United States $42 billion for health care  

$300 billion for enterprises  

275 million working days 

lost/year 

(Rosch, 2001)  

Loss of productivity and absence of 

workers 

Australia $10 billion per year  (Safe Work Australia, 

2013) 
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In the United State of America, workplace stress costs 42 billion USD for health care 

(Kalia, 2002) and 300 billion USD for enterprises due to absenteeism, staff turnover, loss 

of productivity (Rosch, 2001). The cost to Europe of work-related depression was 

estimated to be €617 billion annually. The total was made up of costs to employers 

resulting from absenteeism and presenteeism (€272 billion), loss of productivity (€242 

billion), health care costs of €63 billion and social welfare costs in the form of disability 

benefit payments (€39 billion) (Hassard & Europejska, 2014; Kalia, 2002; Matrix, 2013). 

Similar figures are estimated in many developing countries. WHO estimated that a 

country which has poor occupational health and safety service might experience a loss of 

10-20% of the Gross National Product (WHO, 1995).  

2.4.2. Double occupational health and safety burden of low and middle-income 

countries 

Many differences exist between high-income countries and low- and middle- income 

countries in terms of economic, social and political circumstances, but also in knowledge, 

development and application of policies and interventions at different intervention levels. 

The two groups of countries also have different occupational health and safety priorities 

(see Table 2.3) (Rantanen et al., 2004).   

Table 2.3. Priorities of occupational safety and health problems in industrialized and 

low- and middle- income countries  

Priorities in industrialized countries Priorities in low- and middle- income 

countries 

Stress Agriculture 

Aging workforce Other dangerous occupations, mining, 

construction, forestry 
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Right to know, informed consent, 

transparency 

Transfer of hazardous technologies 

Chemicals, particularly high production 

volume chemicals and new chemicals 

Major accidents and fires 

Ergonomics, manual handling Accidents, safety, housekeeping, and 

productivity 

Allergies Occupational and work-related diseases, 

e.g. silicosis 

Indoor air quality Toxic metals, solvents 

New technologies Organic dust 

Management and safety culture Vulnerable groups, child labour 

Occupational health services Heat stress 

 
Heavy physical work 

Source: Adapted from Rantanen et al. (2004) 

Generally, priorities in industrialized countries primarily refer to health consequences 

such as stress and allergies, as well as to management processes and the availability of 

health services. In low- and middle- income countries, priorities are related to hazardous 

occupational sectors, physical threats and vulnerable groups. There is an evident delay in 

controlling these modern and emerging risks in low- and middle- income countries 

because many still struggle extensively with the more well-known traditional 

occupational risks (Fustukian et al., 2002). 

Workers in low- and middle- income countries often face combined risks of traditional 

and emerging risks (Hogstedt et al., 2007). The changing economic context and the nature 

of work have been associated with a shift in the types of risks in the work environment, 

with new types of workplace hazards emerging in addition to traditional ones (Labonte 
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& Schrecker, 2006). These hazards are increasingly controlled in industrialized countries, 

a fact which explains the switch of attention to the modern hazards of working life 

(Cassitto et al., 2003; International Labour Organization, 2014; Stolk et al., 2012).  

However, many low- and middle- income countries still struggle with the burden of 

traditional workplace risks such as chemical, physical and biological hazards that quickly 

increase due to the process of industrialisation. For example, the risk of fatal accidents is 

estimated to be 10-20 times higher in the newly industrialized and low- and middle- 

income countries than in the industrialized countries (WHO, 2008b). 

Emerging workplace risks include psychosocial risks, as well as exposure to a number of 

new and emerging chemicals and processes (e.g., nanotechnology) of which the 

consequences for human health are still unknown (WHO, 2008b). New occupational risks 

have emerged in low- and middle- income countries as a result of the expansion in the 

production and use of chemical, electronic, bio- and nano-technologies. Furthermore, the 

liberalization of trade facilitates the transfer of technologies and chemicals, some of 

which are potentially hazardous, but this is usually done without the necessary protective 

measures. This adds to the burden of traditional occupational health problems such as 

injury, respiratory diseases, dermatitis, and muscular-skeletal disorders. Workers now 

suffer increasingly from asthmatic conditions and psychological stress. Migrant workers 

in agriculture, mining and export processing zones, and child labour continue to be of 

particular concern (WHO, 2008b).  

2.4.3. Low coverage of occupational health and safety services in low and middle-

income countries. 

In industrialized countries, occupational health services coverage ranges from 20 to 50% 

(WHO, 1995). Only 30% of workers have insurance with varying levels of compensation 

in the case of occupational diseases and injuries (WHO, 2014). In most countries, the role 
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of on-site services is generally limited to emergency services for an injury or accidental 

overexposure and the conduct of medical surveillance examinations for workers at risk 

for chronic conditions such as noise-induced hearing loss, pneumoconiosis, or cancer 

(WHO, 2014). 

Globally, a survey in 2014 showed only 24.8% of the total working population have 

access to occupational health and safety services. However, the coverage was lower in 

the emerging economies with large working populations. For example, the coverage is 

10% in China and below 10% in India (Rantanen et al., 2017). 

Providing adequate health coverage for workers is also a significant challenge for low- 

and middle- income countries. The coverage rate of basic occupational health service is 

often lowest among the groups of workers who are most vulnerable including workers in 

small enterprises, the informal sector, agriculture and migrant workers. Around the world, 

more than 85% of these vulnerable workers are not covered by basic occupational health 

services (WHO, 2014).  

2.4.1. Labour migration and the double burdens faced by migrant workers 

Globalization and economic integration are driving internal and international migration, 

worldwide (Lall et al., 2006). By 2012, it was estimated that there were approximately 1 

billion internal and international migrants all over the world, and the number of 

international migrants could reach 405 million by 2050 (IOM, 2012). In Asia alone, there 

were 282.1 million internal migrants in Asia and over 59 million international migrants 

in the Asia Pacific region in 2013 (Krairiksh et al., 2015). In many newly emerging 

economies, relying on large scale internal migration of labour has become necessary to 

meet the needs and sustain development (International Labour Organization, 2014; 

Klugman, 2009).  
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Migrant workers are facing the double burden of health and safety issues both from their 

workplaces and their social circumstances. Migrant workers tend to work in high-risk 

sectors, receive little work-related training and information, face language and cultural 

barriers, lack protection under the labour laws, and experience difficulties in adequately 

accessing health services (Malmusi et al., 2010). Additionally, the poor living 

environment of many migrant labours can greatly increase their vulnerability to illness, 

infections, and other health problems (Hu et al., 2008).  

Consequently, migrant workers are the largest group of workers highly vulnerable to 

injury and ill health. The complex relationship between migration and health has been 

described in the literature (Borhade et al., 2016; Davies et al., 2009). There is also 

consistent evidence about the pattern of higher occupational morbidity and mortality 

among international migrant workers (Moyce & Schenker, 2018; Schenker, 2010). 

Therefore, a large scale labour migration creates significant pressure on the local public 

health and workplace health system which, mostly, cannot advance at the same pace as 

the flow of migration (WHO, 2007a; Zimmerman et al., 2011).  

 Conclusion 

A number of researchers have examined the impact of globalisation and rapid 

technological advances, ageing of the workforce and increasing migration of labour on 

the workplace in low- and middle-income countries. Associated with these challenges are 

increased work pressures, weakening commitment to occupational health and safety, and 

many negative impacts on workers’ health. Workplaces in low- and middle- income 

countries need to deal with increasing occupational stress, work-related injuries and 

chronic diseases which significantly increase the burden of health and safety problems 

and the associated health care costs.  Migrant workers are among the largest groups of 

workers who are vulnerable to those problems. The next chapter will examine the 
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literature regarding the health of migrants, focusing on internal migrant workers in low- 

and middle- income countries, and discuss the characteristics of internal migrant workers 

and social factors impacting on their health. 
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CHAPTER 3. INTERNAL MIGRATION AND 

THE DOUBLE BURDEN OF HEALTH 

We ran along the railway, 

arriving in some place called ‘the City’ 

where we trade in our youth, and our muscle. 

Finally, we have nothing to trade, only a cough 

and a skeleton nobody cares about. 

‘Sleepless’ 

Xu Lizhi1 (1999-2014)  

 Introduction 

The previous chapter presented the burden of occupational health and safety issues and 

the challenges for workplaces in low- and middle- income countries in the context of 

globalization and the advancement of technologies. One of the major issues faced by low- 

and middle- income countries is providing adequate health and safety services for their 

workforce, including the growing number of migrant workers which is one of the largest 

groups of workers highly vulnerable to health and safety issues (Zimmerman et al., 2011). 

This chapter discusses the relationship between migration and health, focusing on internal 

migration, in order to point out the needs and the challenges for an adequate health 

                                                 

1 Cited by Sheng Yun in The London Review Books (November 2014) 

Xu Lizhi (1990 - 30 September 2014) was a Chinese poet and factory worker. From a 

rural area, he went to a big city to find work. He described long working hours, pressure, 

and regimentation. People collapsed and no one noticed. He described his 10 square meter 

rented room as a coffin. He share his thought by writing poems, but he was scared that 

his family would know his situation. The stress was too much and for too long. He killed 

himself in 2014 at the age of 23. Detail about his life and poetries could be found at 

https://libcom.org/blog/xulizhi-foxconn-suicide-poetry. 
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protection and promotion program for migrant workers in low- and middle- income 

countries. The chapter starts by providing an overview of migration and internal 

migration. It then follows by a review of the relationship between migration and health. 

Finally, the chapter examines the characteristics of internal migrant workers and social 

factors influencing their health in low- and middle- income countries. 

 Migration and internal migration 

Migrants are defined as those who move from one place to another temporarily, 

seasonally or permanently, voluntarily or involuntarily (Klugman, 2009). This definition 

involves both international (i.e. the movement of people from one country to another 

country) and internal migration (i.e. the movement of people from one place to another 

place within the same country) (Klugman, 2009). This definition is too general for 

practical uses, especially in defining internal migrant. Internal migration may be 

characterised in several ways, including (but not limited to): whether an individual moved 

within a given period, the number of moves an individual undertook within a given 

period, the distance between residences and the area characteristics at an individual’s 

origin and destination (Klugman, 2009). Therefore, other practical definitions have been 

developed by adding spatial, temporal, or legal dimensions of migration. For example, 

the population censuses in China defined migrants as people who move away from their 

places of residences for more than five years (Chan, 2013; Le et al., 2012). In addition, 

some definitions also use the temporal aspect of migration to define internal migrants 

such as floating migrants (i.e. migrants who stay in destination areas less than one month) 

or seasonal migration (i.e. migrants who seasonally migrate for job opportunities). For 

countries with the household registration system such as Vietnam and China, the legal 

status of migrants was also used to group migrants into permanent registration, temporal 

registration and non-registration. The 2009 Population and Housing Census in Vietnam 
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used administrative boundaries (i.e. commune/ward, district, and province) to divide 

internal migration into three categories: intradistrict, interdistrict, and interprovincial (Le 

et al., 2012). 

According to the United Nations Development Programme (UNDP), there are 

approximately 1 billion migrants all over the world, including 214 million international 

migrants and 740 million internal migrants (Klugman, 2009). The International 

Organization for Migration (IOM) World Migration Report estimates that if migration 

continues to increase at the same pace as in the last 20 years, the number of international 

migrants worldwide could be as high as 405 million by 2050 (IOM, 2012).  

The international migrant workforce is increasing worldwide, reaching an estimated 120 

million (ILO, 2010b). An increasing number of studies has shown that international 

migrant workers are more vulnerable to health risks and exposure to potential hazards and 

greater stress arising from displacement, insertion into new environments and reinsertion 

into former environments as well as sub-standard working conditions (ILO, 2010b; 

Zimmerman et al., 2011). In high-income countries, international migrant workers can be 

divided into highly-educated and skilled workers both from low- and middle- income 

countries and industrialized countries, and unskilled workers from low- and middle- 

income countries (Takala et al., 2009).  

Regarding internal migration, unlike the downward trend of internal migration in high-

income countries, internal migration in low- and middle- income countries has been 

increasing quickly recently particularly in low- and middle- income countries in the Asia 

Pacific region (Lucas, 2015; Molloy et al., 2011). There are over 740 million internal 

migrants, mostly in low- and middle- income countries (IOM, 2012). Due to significant 

social and economic transformation in the region in the last few decades, many countries 

in the Asia Pacific experienced a high level of internal migration at an unprecedented rate 
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(Dang et al., 2003a). In India for example, internal migrants account for some 30 per cent 

of the total population, with estimates 326 million according to the National Sample 

Survey in 2008 (Kone et al., 2018). China has more than 220 million internal migrant 

workers (one-sixth of its population) according to the 2010 census (Lucas, 2015). 

There are some common characteristics of internal migration in low- and middle-

countries, especially low- and middle-income countries in the Asia-Pacific regions. 

Firstly, the dominating trend of internal migration in the region is the flow of people from 

rural to urban areas due to economic reasons (Krairiksh et al., 2015). Besides permanent 

migration, short-term, seasonal and circular migration is common, especially in cities in 

Asia – Pacific region (Thanh et al., 2016).  

The current statistic about the demographic characteristic of internal migrant in low- and 

middle-income countries showed that more women and younger people are joining the 

migration flow, especially young, unmarried women (Le et al., 2012; Liang et al., 2014). 

The Population Census in China in 2010 shows that females account for 43.69 per cent 

of the total inter-provincial migrant population in China (Liang et al., 2014). In Vietnam, the 

majority of female migrants aged 20-29 (representing nearly 30% of total internal migrants) 

(Le et al., 2012).  

The forces driving internal migration are varied and complex, and global explanations 

may not apply to all individual situations. Poverty, wars, famine and repression are 

certainly among the major causes of internal migration (Klugman, 2009). Family 

reunification is another important cause of migration in some countries (Boyle & 

Norman, 2009). However, the largest cause of internal migration in the world today is the 

economic disparity. Lack of job opportunities in less developed areas and low salaries for 

those that do have jobs constitute the major motivation for people moving from rural to 

urban areas (Hatton & Williamson, 1998; IOM, 2012). Rapidly increasing employment 



38 

 

opportunities in the export-oriented and labour-intensive manufacturing industry are one 

of the main motivation of the internal migration in China, Indonesia, Laos and Vietnam 

(Chan, 2013; Fukase, 2014; Le et al., 2012). 

There are a number of empirical studies on the effect of migration on development 

(Ahonen et al., 2007; Malmusi et al., 2010; WHO, 2007a).  

Globalisation has enormous impacts, both positive and negative, on the economic 

development of many countries, especially in terms of distribution of wealth globally 

(Osterhammel & Petersson, 2009). As a result, globalization and economic integration 

are two economic processes that are driving internal and international migration, 

especially in developing and emerging economies (Lall et al., 2006). Therefore, 

globalization has important implications for international labour migration, acting as both 

a “push” and a “pull” factor. Increased international trade can help lessen poverty through 

job creation, increased competition, improved education and health, and technological 

learning (Goldin & Reinert, 2006). However, uneven distribution of wealth and 

opportunity and lower cost of travel has led to growing number of internal migrant 

workers, especially in low- and middle- income countries (International Labour 

Organization, 2014; Klugman, 2009). 

Those studies also demonstrated that internal migration is a fundamental part of economic 

development. The economic transition typically creates inequality in economic 

development among regions, spontaneously triggering migration (ILO, 2010b). In 

developing and emerging countries, structural shifts from agriculture to the industry have 

a profound effect on the spatial distribution of employment and the demand for labour, 

historically triggering a rural to urban migration in many countries (Lall et al., 2006). On 

the other hand, rapid population movements have provided the human resources needed 

to meet the growing demand for labour in low- and middle- income countries’ economies. 
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Evidence suggests that internal migration can play an important role in poverty reduction 

and economic development (Klugman, 2009). Similarly, Skeldon (2015) suggests that 

internal migration is particularly beneficial as a means of alleviating poverty in rural 

areas. The level of net rural-urban migration in developing countries has been found to 

be positively correlated to the GNP growth and is an indicator of social and health 

wellbeing (Lucas, 2015). In many emerging economies, migrant labour has become one 

of the determining factors of economic sustainability. 

 Migration and health 

A growing body of research explores how being a migrant can increase an individual’s 

risk of occupational injury, illness and health inequity (Davies et al., 2009). This section 

will discuss the literature related to the link between migration and health and the status 

of international and internal migrants.  

3.3.1. The link between migration and health 

The first obvious link between migration and health, which has been recognized for 

centuries, is the spreading of disease (Boyle & Norman, 2009). For example, an early link 

between migration and the spread of disease had been documented during the plague 

epidemic in Europe in the 14th century (Boyle & Norman, 2009). In the 20th century, 

with the increase of migration due to globalization, more migration research has generated 

more knowledge about the link between migration and health (Zimmerman et al., 2011).  

In 1979, Hull (1979) theorized a relationship between international migration and health, 

emphasizing the healthy migrant phenomenon, which hypothesised that the international 

migrants are often healthier than native residents. This phenomenon has also been found 

in internal migrants in many countries (Chen, 2011; Kennedy et al., 2015). The 

phenomenon is explained by the fact that the migrants are likely to be healthier in the first 

place and more likely to cope with an arduous journey of migration and also to comply 
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with job requirements and working conditions at the new destination (Syed & Vangen, 

2003). Another explanation of the phenomenon is the survival bias of migration, which 

means that the sick and unhealthy migrants may have returned to their home, also referred 

to like the salmon bias in the literature (Pablos-Méndez, 1994). This hypothesis was 

supported by studies in Hispanic and Latino Americans (Cheong & Massey, 2018; 

Ullmann et al., 2011). 

Newer data on migrants’ health has revealed that migrants’ better health is very likely to 

disappear over time after migration. The main reasons are that population movements 

generally render migrants more vulnerable to health risks and expose migrants to potential 

hazards and greater stress arising from displacement, insertion into new environments 

and reinsertion into former environments (Chen, 2011; Li et al., 2014; WHO, 2016). 

Furthermore, the process of migration could impact the mental and physical health of 

those who move, the health of those who are left behind and also the receiving 

communities (Jatrana et al., 2006). Mass migration has a range of health effects on the 

population, both in urban areas where migrants have relocated and in rural areas where 

families have been left behind (Zimmerman et al., 2011). Population health has not 

advanced at the same pace as the flow of migration, and health services for migrant 

communities lag behind those for resident populations (WHO, 2007a).  

More recent literature on migration and health recognises the more complex relationship 

between the migratory process and migrants’ health (Zimmerman et al., 2011). 

Contemporary population migration is not a simple, permanent movement of people from 

one to another destination. Migration is viewed as a multistage process where each phase 

of migration could have particular impacts on the migrant’s health. Common phases of 

the voluntary migration process include time before leaving the place of origin, travelling 

and early settlement, staying in the destination and return (Zimmerman et al., 2011). With 



41 

 

economic migrants, the pre-migration phase is an opportunity for promoting migrant 

health by preparing the migrant with the knowledge about the health risks of migration 

and the necessary skills to protect their health at the destination. Although the travel and 

early settlement period pose fewer risks for economic migrants compared to illegal 

migrants, the process could be stressful when the migrants have to adapt to the new 

situation and new health risks at the destination. This stage could also pose risks for 

transmitting diseases across administrations and epidemiological zones. As mentioned 

above, the health of migrants who somewhat benefit from “the healthy migrant effect” 

will experience the burden of non-communicable diseases, mental health, and 

socioeconomic influences on health. Finally, when the migrant returns back to their place 

of origin, they bring with them the health effects of the migration process (WHO, 2016). 

New understanding about the complex relationship between health and migration has led 

to the landmark adoption of the resolution on Health of Migrants by the Sixty-first World 

Health Assembly in 2008 (WHA 61.17), followed by the Global Consultation on Health 

of Migrants in 2010 and Technical Briefing on Migration and Health in 2016 (WHO, 

2016). Collectively, WHO has called for all member countries to guarantee access of 

migrants to health care by developing inclusive health policies (WHO, 2016). Migrants, 

irrespective of migrant legal status, have the right to migrant-sensitive health services that 

are culturally and linguistically appropriate and recognize mental health needs (WHO, 

2016).  

3.3.2. The status of international migrant’ health 

Most of the information about the health of migrants comes from studies conducted 

among international migrants in high-income countries. A growing body of research 

explores how being an international migrant can increase an individual’s risk of injury or 

illness and health inequality (Davies et al., 2009). Migrant workers are particularly 
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exposed to ergonomic and physical, but above all psychosocial risks (Davies et al., 2009). 

The experience of migration can be extremely stressful in the recipient country (Farley et 

al., 2005; Murphy, 1977). Common stressors include being away from friends and family, 

rigid work demands, unpredictable work and poor housing (Qiu et al., 2011). Coupled 

with immigration, stress and health vulnerabilities may be exacerbated by social 

disruption and breakdown of social networks and support (Murphy, 1977; Trovato, 1986). 

Migrant workers, for example in Spain, make up the largest proportion of workers without 

social security (39.7%) compared with all the other groups of workers (Davies et al., 

2009). Another paper demonstrated that migrant workers in developed countries 

experience a limited knowledge of health and safety systems, limited access to training, 

difficulties in understanding what is being offered by their host country, and different 

experiences of health and safety regimes in their country of origin (Sargeant & Tucker, 

2009). 

Often low-skilled and seasonal workers are concentrated in sectors and occupations with 

a high level of occupational health risks. International migrant workers tend to be 

employed in high-risk sectors, receive little work-related training and information, face 

language and cultural barriers, lack protection under the destination country’s labour laws 

and experience difficulties in adequately accessing and using health services (Malmusi et 

al., 2010). Moreover, many studies on international migrant workers have found that legal 

and illegal workers have a different status and, therefore, varying levels of access to basic 

social services (WHO, 2007a). 

Some limitations of the empirical studies on migrants’ health should be noted. One of the 

limitations is the inadequate statistics on international migrants because most surveys on 

international migrants’ health would not include people at the location of origin or 

international migrants who returned to the place of origin (Koser, 2007). As a result, 
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empirical studies on international migration have compared international migrants with 

the destination population, which might already have the existing inequalities between 

the receiving and sending countries. In addition, unskilled international migrant workers 

from low- and middle- income countries experience occupational accidents which do not 

always show up in official occupational accident records (ILO, 2010b). 

Furthermore, WHO has recognised the lack of evidence on the health needs of migrants 

which could provide the foundation for setting the priorities for health policy (WHO, 

2016). Understanding the health of the large migrant populations is, therefore, an essential 

component of a successful health strategy, particularly for those who are currently in need 

of more proactive support. 

In addition, the current link between migration and health of migrants was established 

based on empirical studies which were mostly conducted on international migrants in 

high-income countries. The health vulnerability of internal migrants is different from 

international migrants. The internal migrant experience has less disconnect with their 

place of origin and their family because they live closer to their origin and do not face the 

travel restriction of crossing country borders. In addition, compared to international 

migration, internal migrants might experience less language and culture differences. The 

following section will discuss in more detail the health of internal migrants.  

3.3.3. Status of internal migrants’ health 

Researchers have documented the impact of internal migration on migrants’ health, 

focussing on communicable diseases, mental health issues and work-related injury 

(Fitzgerald et al., 2013; Hu et al., 2008; Kusuma & Babu, 2018).  

Many studies have focused on the impacts of internal migration on sexually transmitted 

diseases in public health (Liu et al., 2011; Webber & Spitzer, 2010; Webber et al., 2012). 
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Lack of family and social connection has increased the risks of unprotected sex and drug 

use among internal migrants which could lead to higher risks of infections such as HIV, 

hepatitis, and sexually transmitted infections (Jatrana et al., 2006; Malmusi et al., 2010; 

Webber et al., 2012). Several studies documented a positive and significant correlation 

between migration and increased sexual risk behaviours. Similarly, a systematic review 

on health and health care of internal migrants in India showed that migration is associated 

with a higher risk of unprotected sex (Kusuma & Babu, 2018). A review of the literature 

on rural-urban migrants’ health also highlighted the higher risks of sexually transmitted 

diseases such as HIV/AIDS and STI among internal migrants (Mou et al., 2013). 

In addition, the literature also documents the higher risk of communicable diseases such 

as acute respiratory infections, parasitic, diarrhoeal, and tuberculosis, in the internal 

migrant population when compared to the general population (Hu et al., 2008). Higher 

prevalence of communicable diseases like malaria was also reported among migrants 

living at a construction site (Kusuma & Babu, 2018). 

Another common theme of studies on internal migrant is mental health issues. The studies 

have shown that although there are some benefits for the workers, the mental health of 

internal migrant workers is significantly worse than for other workers (Dai et al., 2015; 

Lau et al., 2012; Li et al., 2014). A study among 1,595 male rural-urban migrant in China 

showed the prevalence of mental disorders was around 25%, higher than among the 

general population (Yang et al., 2012). Another household survey from Beijing found 

some support for the healthy migrant phenomenon in terms of self-reported health status, 

but not for psychological distress (Chen, 2011). A number of studies have associated 

internal migration with increased rates of depression (Nguyen et al., 2015c; Qiu et al., 

2011).  
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Finally, internal migrants experienced higher risks of occupational injury compared to 

local workers. A literature review that include 19 research articles on occupational injury 

surveillance and prevention of migrant workers in China had suggested that migrants’ 

injury rates are higher than non-migrant workers, and that migrants constitute the majority 

of certain traumatic injuries in specific hospitals in some urban areas where 

manufacturing or construction dominate (Fitzgerald et al., 2013). Another study internal 

female workers in India showed that 32% of migrants suffered from injuries because of 

accidents and 69% of migrant women reported that they were subjected to physical 

harassment by the employers and fellow men in the workplace (Kusuma & Babu, 2018).  

 

 The social determinants of health of internal migrants 

Although, internal migrants are affected differently based on the nature of their migration, 

occupation and residency there are a number of characteristics common to the internal 

migrant experience (Malmusi et al., 2010). There are various levels of determinants that 

influence the health of internal migrant workers. A literature review that included 136 

papers in low- and middle- income countries has revealed that factors related to internal 

migrants’ health range from the general socioeconomic, cultural and environmental, the 

physical environment (such as living and working conditions and social and community 

factors) to individual determinants, such as physical health, lifestyle and behavioural 

factors, as well as age and sex (Borhade et al., 2016; Zimmerman et al., 2011). In addition, 

migrants often experience barriers to basic health care services and social benefits due to 

the lack of location-specific identity documents (Borhade et al., 2016). These are 

discussed in the following sections. 
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3.4.1. Inadequate access to health and social services 

Laws and policies related to health-care service delivery and preventative programmes, 

as well as the legal status of migrants, are often a barrier to health care (Nguyen et al., 

2015a). Traditional international migrant health approaches are often based on the 

principle of exclusion of migrants with certain health conditions, with the interests of the 

nation at the centre, using security and disease control as the primary rationales for 

exclusion (Zimmerman et al., 2011). This approach operates even for internal migration 

in countries with a domestic household registration system. As many migrants do not 

have permission for long-term residency in urban areas, they often live in temporary 

housing and work in the informal sector where they are not provided with preventative 

services and health information (Li et al., 2014). The lack of permanent residency also 

influences their access to medical services and affordable care, and the nature of their 

work often means that they do not have health facilities at their workplace or services that 

are available at times and locations when they can use them (Lucas, 2015). A systematic 

review of the literature on urban health in China has identified that inequalities in access 

to health-care and vaccination coverage of migrants in the urban environment are a major 

public health challenge (Gong et al., 2012).  

Lack of migrant-inclusive services or health staff trained in migrant-health needs is also 

often a major barrier (Hesketh et al., 2008). There is a need to reach out to migrants and 

address their special vulnerabilities and health-care needs (Hesketh et al., 2008). The 

modern approach to migrant health is based on inclusion and focuses on the reduction of 

inequalities and social protection in health in the context of a multi-sectoral approach 

(ILO, 2010b).  
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3.4.2. Family separation and social isolation 

Psychosocial issues may arise through the process of leaving family, coping with job 

insecurity, legal problems, and unfamiliarity with the new environment or culture (Yang 

et al., 2012). The reliance on social networks of peer migrants and increased exposure to 

unprotected sex and drugs can also result in greater vulnerability to a variety of infections 

such as HIV, hepatitis, and sexually transmitted infections (Jatrana et al., 2006; Malmusi 

et al., 2010; Webber et al., 2012). Social isolation, stigma, discrimination, and 

marginalisation often lead to migrants not having access to services providing prevention, 

screening, counselling or treatment (Hesketh et al., 2008; Lin et al., 2016). Family 

separation is also a major factor related to migrant health. A study in China has associated 

the risk of mental disorders with family separation (Yang et al., 2012). Being outside of 

their home communities and facing language and cultural differences can lead to 

loneliness, susceptibility to peer pressure, and difficulty in accessing information about 

risks and health care and make them vulnerable to health risks (Babbie, 2010). Many 

migrants do not have appropriate health information and programmes, making it more 

difficult to adopt protective measures against chronic diseases and communicable 

infections (Hesketh et al., 2008; Liu et al., 2015).   

3.4.3. Poor living condition 

Additionally, the living environment of many internal migrants can greatly increase their 

vulnerability to illness, infections, and other health problems (Hu et al., 2008).  As Qiu et 

al (2011) have found, financial pressure from families, coupled with periods of 

unemployment and strong competition for work, affects the mental and physical health 

of many internal migrants. This is exacerbated by isolation and loneliness, stigma and 

discrimination, and a lack of affordable leisure activities. Crowded and unhygienic 

accommodation, poor selection of nutritious food, and expensive health care can lead to 
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weakening health and poor treatment, increasing the risk of respiratory infections, such 

as tuberculosis (Mou et al., 2013; Qiu et al., 2011).  

3.4.4. Unhealthy lifestyles 

Many migrants maintain healthy behaviour and lifestyles in their home communities and 

throughout their migration process. Others, however, adopt risky behaviours leading to 

an increased risk of chronic and communicable diseases and infections (Hesketh et al., 

2008). Another study in China highlighted the low level of physical activity among 

internal migrant workers working in a manufacturing factory which could imply a high 

risk of non-communicable diseases because (Liu et al., 2015). Living in crowded housing, 

with little privacy or choice for recreation, some migrants choose to spend their 

disposable income on available entertainment, which may include alcohol, illicit drugs, 

and local sex services (Liu et al., 2015). A review of literature in India has revealed a 

higher prevalence of tobacco products and alcohol intake among the migrant labourers 

(Kusuma & Babu, 2018). 

3.4.5. Hazardous working condition 

Existing evidence shows that migrants experienced higher rates of fatal and non-fatal 

injuries compared to local population due to migrants working in higher risk occupations 

(Schenker, 2010). Internal migrant workers tend to be concentrated in sectors of the 

economy that are characterized by seasonality of production, low technology and high 

turnover (Mou et al., 2013). For most unskilled and semi-skilled internal migrants, the 

most readily available work often involves jobs that local residents are no longer willing 

to do, and often involves construction, labour-intensive manufacturing factories, domestic 

labour, rubbish collection, and sewage cleaning (Li et al., 2007). Much of the work 

available to migrants has greater risks of work-related diseases and injuries. Some internal 

migrant workers reported that because their workloads required them to work 
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prohibitively fast, they regularly ignored safety precautions (Fitzgerald et al., 2013). 

Other common issues in the workplace are physical assaults by employers and 

management and traumatic amputations while working with machinery without adequate 

training or safety equipment (Fitzgerald et al., 2013). Under-payment of wages, excessive 

working hours, harsh discipline, lack of job security, suppression of trade union rights, 

confinement to factory grounds and slum-like living conditions have also been 

documented among internal migrant workers (Hoang et al., 2013b). 

Their employers are often manufacturing enterprises who, in the face of increased 

competition with suppliers from other parts of the world, seek to maintain small profit 

margins by squeezing workers’ wages (Lin et al., 2016). Migrant workers are therefore 

often concentrated in labour markets that are sometimes characterized as the ‘bargain 

basement’ of globalization. Garment manufacturing is one example of a bargain basement 

globalization (Tran, 2007). Work-place environments can lead to greater risk of 

occupational injuries, especially for unskilled and semi-skilled migrants. 

 Conclusion 

This chapter has reviewed the health characteristics of internal migrant workers in low- 

and middle- income countries. The chapter also pointed out the need for adequate health 

protection and promotion program for internal migrant workers in low- and middle- 

income countries. However, the low- and middle- income countries face multiple 

challenges in providing adequate health care services for migrant workers. Finally, the 

chapter linked internal migrant and health by summarising the literature regarding the 

determinants of internal migrants’ health. Vietnam, a lower middle-income country, face 

similar issues.  
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The next chapter will review the workplace health and safety status in the garment 

industry in Vietnam including the status, strategies and arrangement, as well as the current 

challenges in providing health and safety services. 
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CHAPTER 4.  THE HEALTH OF MIGRANT WORKERS IN VIETNAM  

 Introduction 

Chapter Two and Three have discussed the status and trend of workplace health and safety 

and the health of internal migrants in low- and middle- income countries in the context of 

globalization. Like other low- and middle- income countries, Vietnam, has undergone a 

substantial socioeconomic transition which significantly influences many aspects of the 

country including the work conditions and migration (World Bank & MPI, 2016). New 

manufacturing zones serving a global market are concentrated in a few urban areas, 

causing economic disparity as other areas have little growth (Nguyen et al., 2015a). Thus, 

a significant number of workers from less developed areas wish to move to these 

manufacturing zones for work (Fukase, 2014; Le et al., 2012). Internal migrant workers, 

especially in labour intensive and low labour cost industries such as the garment industry 

in Vietnam, experienced very low coverage of basic occupational health services and low-

quality living conditions (CGFED & IPEN, 2017; Cox, 2015).  

This chapter covers the background information about the status of occupational health 

and safety in Vietnam and the characteristics of internal migrants in Vietnam. The chapter 

starts by providing an overview of workplace health and safety in Vietnam including the 

current status of health and safety at work and basic occupational health and safety service 

provision in Vietnam. The chapter then describes the characteristics of internal migrants 

and the social determinants of the health of internal migrants in Vietnam.  

 Workplace health and safety in Vietnam 

As one of the low- and middle-income countries that are more and more integrated into 

the global economy, Vietnam faces similar challenges and burden of occupational health 

and safety. This section will portray the situation of workplace health and safety in 

Vietnam. The section will begin by discussing the increasing risks of occupational injury 
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and disease due to rapid industrialisation and the emerging burden of psychological risk 

and mental health issues. The rising of spontaneous strikes and the role of the trade union 

will also be discussed to show the status of industrial relation in Vietnam. Finally, the 

section will provide an overview of the provision of workplace health and safety services 

in Vietnam. 

4.2.1. Increasing risks of occupational injury and disease due to rapid 

industrialisation 

After the unification of Vietnam in 1975, Vietnam’s economy was plagued with 

inefficiency and corruption in state companies, poor quality of products and 

underproduction and restriction on economic activities and trade (World Bank & MPI, 

2016). However, the comprehensive reform of the economy (Renovation - Doi Moi) that 

began in 1986 has led to significant economic activity and industrialization, with the 

consequences of substantial poverty reduction and spontaneous migration flows in 

Vietnam (Iram & Malik, 2017; World Bank & MPI, 2016). 

In 30 years of “Doi Moi”, the economic reforms have transformed Vietnam from one of 

the world’s lowest-income countries to a middle-income country (World Bank & MPI, 

2016). In 2017, the country’s per capita income reached 2,160 USD, up from 437 USD 

in 1986, while GDP grew by an average of seven per cent a year during the period (see 

Figure 4-1) (The World Bank, 2018).  
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Figure 4-1. Vietnam’s gross national income per capita, 1998 – 2017 

Source:  Developed from data obtained from The World Bank (2018) 

The economic reforms of the 1980s have also opened Vietnam’s economy for economic 

integration with the global market. Vietnam officially became a number of The 

Association of Southeast Asian Nations (ASEAN) in 1995 and was accepted into the 

World Trade Organization (WTO) on November 7th, 2006 (World Bank & MPI, 2016). 

Foreign direct investment has played an important role in Vietnam’s economy. In 2014 

foreign-owned firms accounted for 43.2 per cent of industrial output and 18.7 per cent of 

Vietnam’s Gross Domestic Product (GDP) (GSO, 2018). Furthermore, with the new trade 

agreements, such as the Comprehensive and Progressive Agreement for Trans-Pacific 

Partnership (CPTPP), the country will experience more advantages of globalization. The 

agreement is expected to help Vietnam's apparel and footwear exports reach 165 billion 

USD by 2025 (Petri et al., 2011).  

Indeed, the restructuring has shifted the country's socio-economic organization from a 

centrally planned economy based on public ownership of the means of production to a 
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mixed economy that initially encouraged individual entrepreneurship and, after 1994, 

foreign investment (Phan & Coxhead, 2010). As presented in Table 4.1, the structure of 

Vietnam’s economy has substantially changed from agriculture to industrialized and 

service-oriented economy. 

Table 4.1: Sector structure of the economy in Vietnam, 1985-2014 

 

Source: Adapted from the database obtained from GSO (2018) 

This rapid industrialization and expansion of economic activities significantly increase 

the need for workplace health and safety in Vietnam.  

The coverage of health and safety services in Vietnam is low and is worsening with the 

rapid appearance of new enterprises and economic activities. In 2014, according to the 

Vietnam Ministry of Labour - Invalids and Social Affairs (MOLISA), there were 155,771 

enterprises currently operating in Viet Nam, with 13.6 million employees, amongst which 

non-state enterprises account for 94.6% (MOLISA, 2016). The total number of workers 

employed by the non-state enterprises and self-employed workers is 9.8 million, 

accounting for 72% of the workforce (GSO, 2018).   
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According to statistics provided by MOLISA, occupational health and safety is becoming 

more and more of a challenge for Vietnam due to the nature of severe injuries, and 

occupational diseases (MOLISA, 2016). Every year, in Vietnam there are about 5000 

reported occupational accidents on average, killing 500 people and injuring more than 

5000 people (MOLISA, 2010). Little is known about the number of unreported accidents, 

but it is probably much higher because MOLISA data relies on the self-reporting of less 

than 10% of formal enterprises (Takahashi & Nguyen, 2012). For example, data from a 

population-based national survey in 2001, shows that the rate of occupational injury is 

26/1000 among adults 18 years and older, which is approximately 1.1 million cases of 

occupational injury a year. This figure is significantly higher than the rates from the 

official reports from MOLISA (Nguyen et al., 2008a).  

In addition, there is a shift in the epidemiology of occupational injury from agricultural-

related injury to industrial-related injury. The population-based survey in 2001 reported 

that there were higher rates of occupational injury in rural areas than in urban ones 

(Nguyen et al., 2008a). Handicraft workers had the highest rate of injury (46.4/1000) 

followed by farmers and self-employed individuals (Nguyen et al., 2008a). Similarly, 

according to Phung et al. (2007), in the year 2004-2005, the annual incidence rate of 

work-related injuries in Vietnam was 7.06 per 1,000 person-years. The highest rate of 

injuries was among farmers. Self-employed workers had a rate of work-related injuries 

26% higher than that of formally employed workers (Phung et al., 2007). However, a 

more recent study shows that the highest number of injuries occurred in the manufacturing 

sector, followed by agriculture with far fewer injuries (Marucci-Wellman et al., 2010). 

Non-agricultural work was considerably more hazardous than agricultural work (1033 vs. 

844 injuries per 1000 full-time equivalents) (Marucci-Wellman et al., 2010). In one well-

monitored commune (a unit of local government), the overall injury rate from all causes 
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was very high at 681/1000 residents, and 82% of all injuries were attributed to work 

(Marucci-Wellman et al., 2013). Because work and home life are closely intertwined, the 

location of many of these injuries was the home, but it was clear that they were 

attributable to paid work. Many workers (40%) work part of the year in the fields and part 

of the year in manufacturing and other industrial activities, often in small family-owned 

businesses (Marucci-Wellman et al., 2013). Clearly, industrialisation has played an 

important role in increasing the risks of occupational injury in Vietnam. 

The numbers of reported accidents and fatalities is still on the rise. During the period 2006 

- 2010, the number of reported occupational accidents increased by 10%, and the number 

of deaths increased by 5% from the previous years (MOH, 2015; MOLISA, 2010). In the 

period 2011 - 2013, over 6,400 people were injured per year on average, including 600 

fatalities due to occupational accidents every year (MOH, 2015).  This injury rate was 

significantly higher than the injury rate in the year 1995 (840 cases of injury) and the year 

2000 (3405 cases) (Ha et al., 2012).  

A report from MOLISA in 2012 on health and safety in high risk industries in Vietnam 

had shown that construction, mining and electricity were industries that had the highest 

risks of fatal injury (Ha et al., 2012). In the construction industry, number of injury cases 

increased every year, from 196 cases in the year 2000 to 555 cases in 2011 (Ha et al., 

2012). The main risk factors of fatal injury in the construction industry in Vietnam is 

working at heights (Ha et al., 2012). Regarding the mining industry, due to the significant 

increase in the mining activities, number of fatal injury in mining industry had increase 

more than 4 time from 1995 to 2008 (Ha et al., 2012). 

The total number of reported occupational disease cases in 2013 was 7,455 cases, but 

only 482 cases were confirmed and compensated (MOH, 2015). Most of those cases were 

occupational hearing loss and silicosis (MOH, 2015). This data is under-reported for 
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several reasons. Firstly, similar to the case of occupational injury, the data is only self-

reported data. In addition, the coverage of occupational disease check-ups is extremely 

low with less than 10% of the number paying social insurance contributions receiving 

such a check-up (Takahashi & Nguyen, 2012). Finally, in Vietnam, the list of 

occupational diseases which are compensable is limited (MOLISA, 2010).  

Moreover, with the rapid increase in economic activities and globalization, many 

hazardous industries had been transferred to Vietnam. For example, many new chemical 

substances have been introduced in industries such as organic solvents in the footwear 

industry and pesticides in agriculture. A report in 2012 estimated that 5000 – 10,000 toxic 

commercial chemicals, of which 150-200 chemicals are known as possible causes of 

cancer, was used in Vietnam (Takahashi & Nguyen, 2012). By 2007, about 60,000 tonnes 

of chrysotile asbestos was used to produce over 94 million square Metter of roofing sheets 

(Takahashi & Nguyen, 2012). More than ten thousand workers exposed to asbestos who 

were not provided occupational health checks (Takahashi & Nguyen, 2012).   

4.2.2. Emerging psychological and ergonomic risks and related burden 

In addition to the traditional workplace injuries and diseases in Vietnam, new work-

related hazards and diseases have emerged as a result of globalisation. Globalisation has 

led to the transfer of hazardous industries to Vietnam, where safety protocols are not as 

effective as they should be. Recently, a few studies have highlighted the burden of 

psychological risk factors in the workplace in Vietnam. A study in a shoe factory showed 

that 20.7% of workers experienced high job strain (Minh, 2014). A smaller survey showed 

that 4.7% of workers were at high risk of having depression (Hoang et al., 2013a). Among 

500 clinical nurses in three hospitals, 15.8% had psychological issues related to burnout 

and 17.2% of nurses reported exhaustion (Nguyen et al., 2018). 
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A qualitative study found an array of stressors related to workers’ life experiences in 

urban spaces, including physical, financial and social factors (CGFED & IPEN, 2017; Le 

et al., 2016a; Thanh et al., 2016). Another study looked at participants’ coping 

mechanisms which commonly appeared to be less active and anti-social. Together, weak 

social networks and lack of support from formal systems made coping and adaptation 

more difficult, and suggests a downward spiral of not coping and poor adaptation 

strategies (Nguyen et al., 2010).  

Other studies highlighted musculoskeletal problems, which were caused by work 

conditions and task demands among workers in Vietnam. A survey in a seafood 

processing factory showed that approximately 80% of female workers experienced 

musculoskeletal pains after work, especially in the hips, extremities, neck and shoulders 

(Tran et al., 2016). Another study in 2017 showed a high prevalence of musculoskeletal 

disorders (74.7%) among hospital nurses (Hoang et al., 2018). 

There is also evidence of the economic impact of ill health on enterprises. Workers with 

symptoms of psychological distress and frequent absenteeism in the workplace had a 

higher prevalence of musculoskeletal disorders compared to the rest (Hoang et al., 2018). 

Approximately one in three among 344 health personnel in a large hospital (31.7%)  

reported being absent from work at least once in the last 3 months, which equalled 109 

workers absent for an average of almost 5 days (Hoang et al., 2013a).  

4.2.3. Rising of spontaneous strikes and the role of trade unions 

Rapid industrialization and social transformation combined with the change in 

employment relations have accelerated industrial conflicts and strikes in Vietnam (Cox, 

2015). Low wages, violation of labour rights and long working hours have been cited as 

the main reasons for a rise in labour disputes and factory strikes, with the highest number 

recorded at nearly 1000 nationwide in 2011 (Siu & Chan, 2014). Evidence also suggests 
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workers in labour-intensive manufacturing operations with low-profit margins and a high 

volume of production in industrial zones were more likely to be involved in spontaneous 

strikes than workers in higher value-added activities (Anner & Liu, 2016; Gramberg et 

al., 2013). It should also be noted that strikes in state-owned enterprises are under-

reported (Cox, 2015). 

According to the 2012 Law on Trade Unions (12/2012/QH13), a strike that is not 

supported and organised by the trade union is considered illegal (Cox, 2015). The 

Vietnam General Confederation of Labour (VGCL) a government entity, remains the only 

recognized trade union in Vietnam. The VGCL exist at all levels, and, as mentioned, 

forms a part of Vietnam's political system. Vietnam has a separate 2012 Law on Trade 

Unions (12/2012/QH13) that deals with the establishment and operation of trade unions 

at all levels. In reality, however, VGCL has not been dynamic in protecting the rights and 

interests of workers. The denial of the right to associate by Vietnamese workers is 

rendered worse by the fact that not only is the organizing of independent unions legally 

prohibited, but employers themselves also dominate the official union structure at the 

factory level. This is because enterprise-level union officials are typically chosen by 

factory managers, not workers, and are most commonly actually the company’s human 

resource managers (Worker Rights Consortium, 2013). 

Abandoned by their unions and faced with a complicated legal process of labour dispute 

resolution, factory workers in Vietnam have tended to bargain for better wages and 

working conditions through spontaneous strike actions (Cox, 2015). Studies on strikes 

and industrial disputes has highlighted the impact of a weak trade union in protecting the 

rights of workers in Vietnam (Anner & Liu, 2016). However, Anner and Liu (2016) also 

argued that workers, when they strike spontaneously, can push unions from below to act 

on their behalf. Another study on seven foreign-owned enterprises in the garment and 
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textile industry has shown that the roles of unofficial worker representatives and 

spontaneous strikes have resulted in the improvement of labour legislation and working 

conditions (Cox, 2015).  

Although the role of VGCL in representing and protecting workers’ rights are narrow, 

VGCL still plays a considerable role as a liaison between employers and employees. In 

some cases, the VGCL does bring benefits to its membership, for example, a survey 

showed that the VGCL union membership is associated with higher individual wages and 

better social benefits (Torm, 2014).  

4.2.4. Workplace health and safety service provision in Vietnam 

Takahashi and Nguyen (2012), citing a report from MOLISA, reported that there are more 

than 150,000 enterprises currently operating in Vietnam, with 13.6 million employees. 

The total number of workers employed by non-state enterprises and individual workers 

is 9.8 million, accounting for 72% of the workforce (Takahashi & Nguyen, 2012). To 

address the situation of occupational health safety summarised previously, the 

government of Vietnam has established a reasonably comprehensive system for 

occupational health and safety services (Matsuda, 1996).  The system has been organized 

around three levels, the local, the provincial and district, and the national (Tran, 2012b). 

Figure 4-2 presents in detail the administrative system of occupational safety and health 

in Vietnam.  
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Figure 4-2. Administrative system of occupational safety and health in Vietnam. 

Source: Adapted from (Matsuda, 1996) and (Tran, 2012b) 

As shown in Figure 4-2, four types of organisations are related to the occupational health 

and safety administration in Vietnam : the Ministry of Labour, the Ministry of Health, the 

Trade Union (Vietnam General Confederation of Labour: VGCL), and Ministries of 

particular industries (Ministry of Transportation, Ministry of Mining, etc) (Tran, 2012b).  

Occupational health and safety services in Vietnam are mainly provided by organizations 

under MOH such as provincial/city preventive medicine centers, provincial/city centers 

of occupational health and environment protection, health centers of other sectors, district 

health centers and health facilities in enterprises (Nguyen et al., 2012). The Ministry of 

Labour, War Invalids and Social Affairs (MOLISA) and organizations under MOLISA 

act on behalf of the State in managing labor and the labor-related activities of enterprises. 

MOLISA formulates and enforces policies on the salary system and the management and 

development of the labor force (Nguyen & Tran, 2012). It sets out general employment 

rules applicable to all enterprises. There are also labor inspectorates that have been 



62 

 

established by the MOLISA at all levels to survey compliance and investigate labor 

complaints. 

Trade unions exist at all levels in Vietnam, from the enterprise level to the industry level, 

and from the provincial level to the central level. They participate in the supervision of 

labor-related activities. Trade unions have traditionally been regarded as an essential part 

of Vietnam's political system. Their current task is to represent and protect workers' rights 

and interests. Ministries of industries such as Transportation, Railway, Construction, 

Trade and Industry, Agriculture and Rural Development also have health centres that 

provide occupational health and safety services for employees in those industries 

(Nguyen & Tran, 2012). 

Main occupational health and safety activities in Vietnam include information, education 

and communication and training on occupational health and safety for workers; work 

environment surveillance and risk assessment; worker’s health surveillance and 

occupational health examination; recommend and apply methods to prevent occupational 

hazards and risks from affecting workers’ health and prevent occupational diseases and 

injury (Nguyen et al., 2012; Nguyen & Tran, 2012). 

However, the percentage of workers in the total workforce with access to occupational 

health and safety service in Vietnam is low. Less than 20% of workers in the Vietnam 

workforce were covered by occupational health and safety services (Rantanen et al., 2013; 

Rantanen et al., 2017).  In 2006 - 2010 only 2500-3000 enterprises reported that they had 

given general medical check-ups to workers, and this accounts for only 2% of the total 

number of enterprises (Takahashi & Nguyen, 2012). Coverage of health check-ups 

specifically for occupational diseases is also very low. The number of workers having 

health check-ups for occupational diseases every year is less than 100,000, and the 

coverage rate is less than 10% of the number paying social insurance contributions 
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(Takahashi & Nguyen, 2012; Tran, 2012b). A report by the Ministry of Health found that 

only 18-20 per cent of high health risk enterprises are monitored for occupational 

environmental hazards (accounting for 3-5% of total enterprises nationwide) every year 

(MOLISA, 2016; Takahashi & Nguyen, 2012). The number of enterprises who have 

healthcare staff is small, accounting for only 15% of mostly big enterprises (Tran, 2012b). 

Most employees in small and medium enterprises and enterprises operating in the 

agriculture, forestry and fishery sectors do not have any access to occupational healthcare 

services (Tran, 2012b). 

Furthermore, a study in 2012 had shown that 61% of the staffs in the occupational and 

safety system did not received enough training on basic occupational health and safety 

servises (Nguyen et al., 2012). The capacity to provide occupational health and safety 

services is lower at lower level of the system. For example, at district level, only 9% of 

organizations could provide basic environmental and health monitoring at workplaces 

(Nguyen et al., 2012). 

To sum up, the rapid increase of industrial activities and economic integration has 

transformed the occupational health and safety landscape and posed significant 

challenges to the workplace health system in Vietnam. There is evidence of significant 

increases in traditional workplace injuries and diseases, as well as more contemporary 

workplace health problems such as mental health and musculoskeletal issues. However, 

the occupational health and safety system in Vietnam has struggled to cope with the health 

needs of Vietnamese workers.  

A growing number of internal migrants, who experience different aspects of health 

vulnerability, have also entered the formal sector in the past few decades (Fukase, 2014). 

The burden of health and safety issues among internal migrant workers has put more 

pressure on the health system in Vietnam. 
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 Characteristics of internal migration in Vietnam 

Before the economic transformation (Doi Moi) in 1986, most internal migration in 

Vietnam was organized and sponsored by the government (Dang et al., 1997). This kind 

of migration mainly involved the resettlement of people into newly developing rural areas 

- the new economic zones (Vung kinh te moi) - and thus, migration became associated 

with job relocation (Dang et al., 1997; Djamba et al., 1999).  

However, the comprehensive reform of the economy (Renovation - Doi Moi) has led to 

significant economic growth, poverty reduction and spontaneous migration flow in 

Vietnam (Phan & Coxhead, 2010). The economic reforms have widened economic 

disparities across Vietnam’s regions (Nguyen et al., 2008b; World Bank & MPI, 2016). 

Regions such as Ho Chi Minh City and surrounding provinces (Binh Duong, Dong Nai, 

Ba Ria – Vung Tau) in the South, and Ha Noi, Hai Duong, Hai Phong and Quang Ninh 

in the North have all received large industrial capital investment (Huy, 2012; Le et al., 

2012). Other regions such as the Northern Mountains, North Central Coast, Central 

Highlands, and other rural areas fell behind in economic growth (Huy, 2012; Le et al., 

2012). Moreover, Phan and Coxhead  (2010) have also reported that the wealth gaps in 

the population have increased dramatically during the period of economic reform. The 

development of manufacturing and production systems in Vietnam has added new waves 

of internal migrants (Coxhead et al., 2015; Nguyen et al., 2015a). 

New economic opportunities, together with increasing regional differences in these 

opportunities, have led to a considerable increase in rural-urban migration. With this 

economic transition and development, Vietnam is expected to increase the numbers of 

internal migrant workers in the manufacturing industries' workforce to meet labour 

demands (Fukase, 2014). With such a strong wave of internal migrants to urban areas, a 

challenge for both local and national governments is how to address the problems of the 
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poor and socially marginalized, including rural-to-urban migrants (World Bank & MPI, 

2016). However, government agencies and their various policies, as will be indicated 

below, have not paid enough attention to protecting the rights of migrants to access basic 

social services (Nguyen-Hoang & McPeak, 2010; Phan & Coxhead, 2010).  

This section will provide an overview of characteristics of internal migrants, economic 

migration and migrant workers, and the health status of internal migrants in Vietnam. The 

section will also summarise literature related to the social determinants of internal 

migrants’ health.  

4.3.1. The demographic characteristics of internal migrants 

Research on internal migration in Vietnam has faced the difficulty of a precise definition 

of just what an internal migrant is because related concepts (e.g. temporary, seasonal, 

permanent, or floating migration) are used interchangeably (Coxhead et al., 2015; Dang, 

2005; Dang et al., 2003b; Fukase, 2014; Le et al., 2012; Nguyen et al., 2008b).  In 

addition, migration involves both a temporal and spatial context and studies on migration 

usually use different definitions in conjunction with different types of available data 

(GSO, 2018; Nguyen et al., 2008b). 

Since the beginning of the Renovation (Doi Moi) 30 years ago, Vietnam has experienced 

a rapid increase in population mobility, particularly from rural to urban areas (Phan & 

Coxhead, 2010). In 2009, of the more than 78 million people aged five and older, 6.7 

million people were migrants, accounting for 8.6% of the population (GSO, 2011). In 

addition, the number of migrants who moved inter-provincially rose much faster than 

those who moved within provinces (Nguyen-Hoang & McPeak, 2010). Data from the 

census suggests that the number of all migrants will reach more than 10 million in 2018 

(see Figure 4-3) (GSO, 2011). In particular, the number of migrants who have moved 

inter-provincially has risen much faster than those who have moved within provinces. 
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The number of inter-province migrants is estimated to reach 6 million in 2018 (GSO, 

2011). However, as the definition of the migrant as “someone who has a different place 

of residence at the time of the survey as compared to a designated date five years prior”, 

the census figure excludes temporary and seasonal migrants and return migrants who had 

migrated less than five previously (GSO, 2011). Many migrants may not be represented 

in the data because all migrants do not report their mobility and do not undertake official 

procedures to change their residency to a new location. As a result, statistics on internal 

migration in recent years have recognized only a third of the estimated total of actual 

migrants (Dang et al., 2003a). The number of unrecorded migrants could reach 12-16 

million (Dang et al., 2003a). 

 

Figure 4-3. Vietnam non-migrant and migrant population, 1999-2009 and projection to 

2019 

Source: Adapted from GSO (2011) 

During the period of 1999 – 2009, an increase of rural-to-urban migration contributed to 

an increase of 3.4% per year of the urban population while the increase was 0.4% in rural 

areas. The highest population increases, between 2.9% and 3.5%, occurred in Ho Chi 
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Minh City, Ha Noi, Hai Phong, Dong Nai, and Ba Ria-Vung Tau (GSO, 2011). It is 

estimated that 30% of urban populations are internal migrants. Government-managed 

social service providers estimate that the migrant populations in cities such as Ho Chi 

Minh City and Hanoi may already exceed 30 per cent of the population, which could 

mean the migrant population in Hanoi and Ho Chi Minh City alone would exceed 5.4 

million people.  

4.3.2. Economic migration and migrant workers 

For people in rural areas migration is one of the few available ways to access employment 

with better wages (Fukase, 2014; Nguyen-Hoang & McPeak, 2010; Nguyen et al., 

2008b). Another important benefit of migration is that migrants are also able to support 

their family through their remittances (Coxhead et al., 2015; Jones et al., 2014). 

Consequently, internal migration has contributed to the rapid economic growth and 

poverty reduction in Vietnam during the past twenty years. To date, the main reason for 

migration is to escape from poverty. The 2004 Vietnam Migration Survey stated that over 

70% of migrants cited economic reasons as the motive for their moves (71% in the 

Northeast Economic Zone and 79% in the Southeast Industrial Zone) (Jones et al., 2014). 

Internal migrants are young – especially rural-to-urban migrants (GSO, 2011; Le et al., 

2012; Winkels, 2012). The 2004 Viet Nam Migration Survey showed that more than half 

of migrants are less than 25 years old. In addition, females account for a higher proportion 

than males, particularly for migrants working in industrial zones. The average income per 

month of migrants is much higher than the national poverty threshold. However, migrants 

face many living costs, including room rent, electricity and water, and they also support 

their family in rural areas (Dang, 2005). They only have a small budget for food and other 

fundamental living items (Hoang et al., 2013b). 
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The manufacturing industry is one of the major employers of internal migrant. Because 

of economic transition and industrialisation, these fast expansion of the manufacturing 

industries offer employment for many young migrants for entry-level, unskilled or semi-

skilled jobs (Dinh, 2013; Fukase, 2014). In the ten years from 2005 to 2014, the number 

of workers in the manufacturing industries increased by 50% (see Figure 4-4) (GSO, 

2018).  

 

Figure 4-4. Number of workers in the manufacturing industries in Vietnam, 2005 – 

2014 

Source: Developed from data obtained from (GSO, 2018) 

 These industries employ an overwhelmingly female workforce, the majority of whom 

are young migrants from the countryside. In 2012, among 1.8 million workers in 179 

industrial zones, 80% were migrants, especially in the South East and Red River Delta 

areas (Worker Rights Consortium, 2013). The garment sector is one of Vietnam’s largest 

industries and foreign exchange earner (ILO, 2012). 

4.3.3. Health status of internal migrant in Vietnam 

The 2004 Migration Survey, mainly conducted in provinces and cities with large 

industrial zones, seemed to confirm the “healthy migrant syndrome” stating that migrants 
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appeared to be healthier than non-migrants (GSO, 2006). However, other studies have 

suggested that migrants are usually less healthy than non-migrants (VanLandingham, 

2003). The 2004 Migration Survey identified migrant-associated health concerns such as 

ill health, low access to health care, and low level of health literacy (for example, lack of 

knowledge about reproductive health and sexually transmitted infections in female 

migrants) (GSO, 2006). Research on rural-urban migration to Ho Chi Minh City in 2004 

indicated that migrants faced more difficulties than permanent residents at destination on 

most issues of physical and mental health, and health literacy (VanLandingham, 2003). 

Therefore, it can be argued that although migration may bring economic benefits to the 

migrants’ family in their hometown, there are disadvantages for the migrants’ own health. 

Given the hardship of their way of life, migrants may be more at risk of health problems 

than other residents. 

4.3.4. Social determinants of internal migrant worker’s health in Vietnam 

Similar to internal migrant in other low- and middle-income countries, internal migrants 

in Vietnam experienced a number of social determinants of health that existing across the 

social structure. Literature has highlighted key social determinants of health of internal 

migrants in Vietnam which are presented in this part.  

4.3.4.1. The household registration system and internal migration policy 

Many authors have argued that the government policies pose substantial barriers to the 

rights of migrants to access basic social services in Vietnam (Guilmoto & de Loenzien, 

2014; Nguyen et al., 2015a). So far, no single agency or ministry has been given the 

responsibility to ensure the protection of migrants, resulting in their interests often being 

inadequately represented in national policies (Nguyen-Hoang & McPeak, 2010; Phan & 

Coxhead, 2010).  
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One particular policy which adversely impacts upon internal migrants and their rights is 

the Ho Khau, or the household registration system, which records and restricts changes 

in people’s residency by classifying households into different categories that provide 

differential entitlements, such as the ability to access basic services (Marx & Fleischer, 

2010). National policy has long been established on locality-based schemes that depend 

on household registration (Dang, 2005). In the Vietnam household registration system 

which had been updated in the revision of Law on residence (36/2013/QH13), all people 

are classed in one of three categories: permanent registration; temporary registration; and 

non-registration (not registered in destination area) (World Bank, 2016b). The availability 

of most social services is still based on the resident registration status of an area. Changing 

categories is difficult. 

Before 1986, citizens in the centrally planned economy depended on the state for all daily 

necessities. Items such as rice, meat, garments, and soap were both rationed and 

subsidised (Dang et al., 1997). The amount of goods one household was entitled to receive 

was determined by how many individuals were registered in that household. This 

distribution mechanism really limited movements of the population because it was 

difficult to navigate all the bureaucratic procedures needed to transfer one’s ration card 

from one administrative unit to another (Dang et al., 1997). After the economic reform 

started, private trade was allowed again, so citizens were freed from the constraints 

imposed by the household registration system because economic benefits and residence 

status were no longer linked (Dang et al., 2003b). Now, the unequal regional 

development, with most foreign investment concentrated in the major urban areas, and 

the fast-growing labour demand from the informal sectors and manufacturing industries 

act as the push and pull factors that motivate people to migrate to urban and industrialized 
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areas (Marx & Fleischer, 2010). But social services for non-permanent residents are still 

severely limited and have not kept pace with the changed economic environment.  

Although the household registration system has been significantly weakened because of 

the economic reform, it is still in place and causes migrant workers major barriers in 

accessing infrastructure, education and public services, which in turn makes them 

vulnerable to poverty and exclusion (Marx & Fleischer, 2010). The majority of migrant 

workers are registered as permanent residents in their home communities, and either as 

temporary residents in cities where they work, or not registered at all. Most of the basic 

social services in Vietnam are still administered based on residency, so not having the 

correct paperwork prevents migrants from enrolling their children in public schools or 

using medical insurance in cities. Although private schools and out of pocket payment 

medical services are available, these options are simply too costly for most low-income 

migrant workers (Le et al., 2012). Vehicle registration, land purchase and participation in 

national programs for poverty reduction also require permanent registration status 

(Nguyen-Hoang & McPeak, 2010). In addition, a temporary resident cannot register for 

utility services; so many landlords take advantage of this administrative loophole and 

charge migrants double or even triple the standard prices for electricity or water (Hoang 

et al., 2013b).  

4.3.4.2. Access to health care services of internal migrants 

In 2010, UNDP in Vietnam stated that ensuring equitable access to good quality and 

affordable health care, education and other social services for migrants is a challenge 

(Marx & Fleischer, 2010). However, in Vietnam, only a few studies have been conducted 

on migrants’ access to health care. Some surveys – for example, the 2004 Migration 

Survey – reported a lower percentage of use of medical facilities among migrants than 

non-migrants (GSO, 2006). The coverage of health insurance in the migration population 
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was also low. The proportions of migrant workers having health insurance were 31% and 

42% in the Northeast and Southeast Industrial Zones, respectively (GSO, 2006).  

In addition to low health insurance coverage, two health-related laws also affect internal 

migrants –the 2014 Law on residence and the 2014 Law on Health Insurance 

(46/2014/QH13). Under these laws, migrants are required to go to the registered health 

facilities for insurance to support their carer, in many cases it means they have to return 

to their home town (Nguyen et al., 2015a). Without insurance, migrants often rely on 

expensive private health care services. The Law on Residence (36/2013/QH13), still 

restricts the ability to move residence, forcing most migrants to live in urban areas without 

permission and without access to affordable public services. There are also restrictions in 

the use of insurance, and in attending higher-tiered hospitals or hospitals in other localities 

than the place of residence. Some of the restrictions are that a referral is required or bills 

are paid without insurance reimbursement (Marx & Fleischer, 2010). Due to the 

requirements of residency and the lack of recognition of migrants who do not register 

residency changes, current policies and laws will continue to exclude the growing number 

of internal migrants.  

There are no national policies or government health services that ensure the inclusion of 

internal migrants. Migrants continue to have difficulties accessing health-care services, 

or believe that they cannot access them (Phan & Coxhead, 2010). For many migrants, 

their lack of official registration of residency places restrictions on using their insurance 

policy, if they have one. Many migrants report they generally are not able to take the time 

and resources needed to return to their home province to access services (Guilmoto & de 

Loenzien, 2014). There have been small-scale efforts to address health and migration; 

most notably, ensuring TB treatment for internal migrants in Ho Chi Minh City follows 

the person and not their residency. Health staff are not trained in migration issues nor in 
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the importance of including migrants in health-care services, which contributes to stigma 

and discrimination at health facilities. Where laws and policies have included migration 

and mobility, such as the Law on HIV/AIDS Prevention and Control, enforcement and 

implementation are weak and many responsible government authorities are not aware of 

their role and responsibilities related to the law. Relevant national HIV prevention 

programmes have not been developed to ensure migrants and mobile populations have 

access to this information (Hoang et al., 2013b).  

4.3.4.3. Separation from family and social isolation 

A few studies had explored the issues of family separation and social isolation among 

internal migrant workers in Vietnam (Le et al., 2016a; Locke et al., 2012). The migrant 

labourers experience chronic loneliness, anxiously, and homesick due to isolation and 

visible discrimination (Le et al., 2016a). In addition, family separation, especially 

separation with children had a significant impact on their wellbeing(Locke et al., 2012).  

4.3.4.4. The living condition of migrant workers 

Most migrants live in poorer conditions at the destination than non-migrants do (Dang, 

2005).  A report of the International Institute for Environment and Development showed 

that unlike migrant workers in China, who mostly live in dormitories provided by their 

employers, migrant workers in Vietnam often live in accommodation which is privately 

owned and developed by local owners without any legal standard required (GSO, 2011). 

Instead of large-scale “slums” in Vietnam’s cities, they have many small slums located 

throughout the city. These slums comprise many very small and poorly-equipped living 

spaces, rented to poor migrants at a low daily or monthly rate (Hoang et al., 2013b). The 

majority of these workers share a rental house with limited facilities. For instance, they 

may live in either semi-permanent, or wood frame, or simply built houses, which have 

poor sanitation and shared toilets (16% and 36% of migrants workers in the Northeast 
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and in the Southeast Industrial Zone, respectively, have shared toilets) (Loi, 2005). Those 

living spaces are often small rooms, crowded with two to four people, hot in summer and 

cold in winter in the north, surrounded by pollution, with poor sanitation, muddy access 

roads, poor water and electricity supply. Migrant workers report “uncomfortable and 

unsafe living conditions”. (Hoang et al., 2013b, p. 18). Migrants’ furniture is simple, 

usually a small bed, flimsy cabinet, and a fan. Migrant women are more disadvantaged 

than men when living conditions are poor, with higher risks of sexual abuse and 

harassment than men, for example, to use shared toilets and bathrooms (Hoang et al., 

2013b).  

4.3.4.5. Work-related determinants of health 

Few studies had investigated the health and safety needs of internal migrant workers in 

Vietnam. Similar to internal migrants in other low- and middle- income countries, in 

addition to the health and safety issues experienced by all Vietnamese workers, migrant 

workers often work in low-level jobs as workers in manufacturing, as domestic servants, 

or as street vendors and rubbish collectors, jobs which are more hazardous (Resurreccion 

& Van Khanh, 2007) and get lower wages than other more standard jobs (Thu et al., 

2007). Few migrant workers, especially who are working in informal sectors, have formal 

job contracts; thus their labour rights are not protected (Worker Rights Consortium, 

2013).  

A few studies have also documented labour abuses in Export Processing Zones in 

Vietnam, particularly in labour-intensive, low value-added sectors such as garment 

production where a high proportion of workers is internal migrant (CGFED & IPEN, 

2017; Cox, 2015; Tran, 2007, 2012a). Violations of the labour law in the garment industry 

has been observed many times (ILO, 2012; Worker Rights Consortium, 2013). In a report 

based on 26 corporate social responsibility audits, Brown  (2017) has reported a wide 
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range of violations of health and safety law, including working hours and wages, in a 

large garment factory in Vietnam. Common violations included temperatures in excess 

of the legal limit, unsafe spraying of cleaning solvents, and persistent incidents of workers 

collapsing at their work stations due to heat and overwork (Brown, 2017).  

Examples of hazardous work environments and health effects have also been reported. A 

study by Bui (2017), based on one garment factory, reported that female garment workers 

were exposed to an over-fast working pace (65.9%), a high job demand (15.3%), and also 

found that workers were fatigued after their work shift (21.9%). Garment workers 

reported general pain (41.9%), neck pain (33.8%), and shoulder ache (23.1%) after their 

workday (Bui, 2017). Results from a study in another garment company suggested that 

workplace stress significantly reduced employee performance (Than et al., 2016).  

A number of other studies have also reported on the health status of workers in the 

garment industry in Vietnam, highlighting the high prevalence of respiratory problems 

among garment workers. However, most of the studies are deficient because they have 

based their findings on the data of regular health check-ups, and have not compared this 

with workers in other industries.  Others have mixed garment workers’ health data with 

data from textile workers.  

Although, few current studies have highlighted the increase in the prevalence of some 

workplace health issues including new and emerging workplace problems in the garment 

industry in Vietnam, little is known about the health and safety status in the garment 

industry in Vietnam. To date, no study has looked at the health and safety issues 

experienced by internal migrant workers in the garment industry in Vietnam or to other 

related factors that would affect the health and safety of garment workers. 

In conclusion, many studies have described the extent of internal migration by different 

characteristics such as employment, marital status, family composition, residence or 
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destination and the relationship between internal migrant and development in Vietnam. 

Others have measured the effects of migration on regions of destination, such as how 

migration contributes to regional development in the destination, on how migration puts 

pressure on the infrastructure of the destination region, or on the social issues faced by 

migrants at their new place of residence. Research studies have also highlighted the 

complex picture of migrants’ health and the determinants of their health. With the 

growing number of migrant workers in the Vietnam workforce, migrant workers have 

become more and more important in the workplace health landscape in Vietnam. 

Nonetheless, data on workplace health and safety issues experienced by migrant workers 

in Vietnam are limited. However, the Vietnamese government still needs better in-depth 

information about the health issues experienced by internal migrants and about their 

health needs.  

The garment industry is one of the biggest employers of internal migrants in Vietnam 

(Fukase, 2014). A report from the ILO has revealed that rural-urban migrants account for 

more than 80% of the workforce in the garment industry in Vietnam (ILO, 2012). 

Preliminary data has shown alarming health and safety problems among garment workers. 

Workers in the garment industry, therefore, are faced with health and safety issues in the 

workplace and with issues related to their migration. Thus, the garment industry is a good 

case study to investigate the health and safety needs of garment workers in Vietnam.  

 Conclusion 

This chapter has highlighted the increasing burden of occupational health and safety 

issues in the workplace in Vietnam, which is intensified by the process of rapid economic 

development and globalization. Vietnamese workplace health and safety providers have 

not been able to keep pace with the growing demand from the fast-growing workforce. 

Furthermore, similar to the situation in fast-developing economies in low- and middle- 
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income countries, Vietnam has experienced a large wave of internal migrants. Migrant 

workers are exposed to a number of health determinants both from inside and outside of 

the workplace. However, internal migrants are often excluded from health surveys of both 

destination and origin communities. This results in a lack of understanding about migrant-

health priorities, access to services, and further isolates migrants in Vietnam. Therefore, 

a comprehensive approach to the health of migrant workers is needed.  

The workplace is increasingly recognised as an entry point for health services delivery, 

which can provide affordable and adequate health promotion programs for internal 

migrant workers and their families. The next chapter will discuss the development, key 

characteristics, strategies as well as challenges of an integrative workplace health 

promotion model.  
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CHAPTER 5. INTEGRATIVE WORKPLACE HEALTH PROMOTION 

 Introduction 

As discussed in chapter two and three, globalization, the changing nature of work and the 

importation of hazardous industries from high-income countries has exposed low- and 

middle- income countries to the burden of traditional and emerging workplace health 

issues. Globalisation also means that internal migrant labourers are facing the issue of 

health and safety both inside and outside their workplaces. Thus, it is important for 

nations and enterprises in low- and middle- income countries to develop appropriate 

workplace health programs to protect and promote the health of this vulnerable group of 

workers. The integrative approach has been shown empirically to effectively address 

complex issues affecting workers’ health (Pelletier, 2001, 2009; von Thiele Schwarz et 

al., 2015).  

This chapter provides a brief overview occupational health and safety trends and the 

development of concepts in workplace health promotion, and discuss the different 

approaches to improve workers’ health and the need for integrating workplace health 

promotion and occupational health and safety. The next part of the chapter reviews the 

key characteristic of an integrative approach to workplace health promotion. 

Subsequently, the chapter reviews the good practices of workplace health promotion 

programs in the Asia-Pacific region, in order to guide the development of national 

workplace health promotion strategies. Finally, the chapter presents a systematic review 

of workplace health promotion programs in low- and middle- income countries to 

determine the effectiveness of the workplace health promotion interventions and the 

barriers to implementing workplace health promotion programs in resource-poor settings.  

This chapter will argue that the integrated approach to workplace health promotion and 

occupational health and safety can provide an affordable and effective strategy for 
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protecting and promoting workers’ health, especially for the vulnerable workers in a 

resource-poor situation. The integrative approach to workplace health promotion also 

provides a methodological framework for the study.  

 Development of Workplace health promotion 

This section will discuss the approaches to workplace health and their limitations to 

improving workers’ health. It then provides a review of literature related to the integrative 

setting approach to health promotion and integrative workplace health promotion.  

5.2.1. Approaches and their limitations to improving workers’ health  

The definitive objective of all the approaches to workplace health is “to protect and 

promote health at the workplace” (WHO, 2007b, p. 6). However, the two most dominant 

approaches to workplace health, namely occupational hygiene and workplace health 

promotion, have a narrow focus in terms of the groups of workplace hazards (Polanyi et 

al., 2000). The two approaches, thus, have limitations on protecting and promoting 

workers’ health, especially in the ever-changing work environment. 

Occupational health research has been based on a predominantly biomedical health 

perspective (Peterson & Mayhew, 2005). Therefore, there is a long tradition of developing 

the work environment where legislation, provisions, and other actions related to the work 

environment have contributed to reducing the risk of physical injuries, accidents, and 

chemical exposures. Although these actions have been successful in many respects, work-

related problems remain common, including job strain and high levels of stress at work 

(Guidotti, 2011). The traditional work environment approach has mainly focused on 

individuals and the physical work environment regarding direct health hazards such as 

occupational accidents, chemical exposure, and heavy lifting (Burke et al., 2011). These 

approaches seem to be insufficient to meet the ‘new’ type of work-related ill health where 

there are no minimum standards and there is limited evidence on the health effects of the 
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new technologies such as in the case of nano-technology (WHO, 2008b). In addition, the 

risk management and regulation focused approach also has very limited effect on 

protecting workers’ health against the impacts of psychological risk factors at the 

workplace, which are increasingly recognised as a complex process and multi-

determinant phenomenon (Chopra, 2009). Other research has criticised the traditional 

occupational approach for overlooking other determinants of workers’ health such as the 

work and life relationship, workplace culture and the socio-economic situation of the 

workers (Peterson & Mayhew, 2005; Polanyi et al., 2000). 

In response to these limitations of the traditional occupational hygiene approach, in many 

large organizations, occupational health and safety work has been complemented by 

various health-promoting interventions focusing on individual, organizational, and 

environmental factors affecting employee health (Kivimäki et al., 2012). Although there 

is no strict and agreed-upon definition of workplace health promotion, the intentions of 

workplace health promotion are reflected in the following description of workplace health 

promotion as “the combined effort of employees, employers and the community to 

improve the health and wellbeing of people at work” (European Network Workplace 

Health Promotion, 1997, p. 1). Workplace health promotion programs have been referred 

to as wellness, health management, health promotion, health enhancement, and health and 

productivity management (HPM) programs. 

Workplace health promotion has started with health-promoting activities which were 

initiated for various reasons that were not necessarily related to health promotion, such 

as no-smoking policy for reason of fire prevention (Chu et al., 1997; Wenzel, 1994). A 

different approach (called the second generation) began in the 1970s when workplace 

health promotion activities tended to focus on single illnesses or risk factors or on 
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changing particularly risky work practices (Chu, 2004; Chu & Forrester, 1992; Wenzel, 

1994). 

A more recent approach (called the third generation) evolved in the early 1980s, when 

"wellness" programs became popular, with most programs focussed on changing 

individual behaviours by incorporating many single health-habit interventions into 

integrated programs (Chen, 1988; Sloan, 1987; Wenzel, 1994) e.g. health screening, 

stress management courses, healthy canteen food, exercise and health information 

seminars (Chu & Forrester, 1992). 

However, these interventions are narrowly focused on the health behaviour of employees 

rather than making workplaces safer (Chen, 1988; Sloan, 1987; Wenzel, 1994). As a 

consequence, the traditional workplace health promotion approach is still criticised for 

increasing the inequality in health care for workers as it only takes place in rich 

industrialized countries with low morbidity and mortality and is limited to larger 

companies (Malik et al., 2014). Polanyi and colleagues (2000)’s criticism of wellness 

programs is still valid: namely that workplace health promotion does not deal effectively 

with the social and economic determinants of workers’ health and the organisational 

factors influencing health, which are the ‘roots’ of human motivation and behaviour.  

Moreover, workplace health promotion interventions and occupational health activities 

during this period were commonly managed in a fragmented way by organizational actors 

(e.g. human resource staff and safety committees) operating independently or even in 

competition for limited resources (Chu & Forrester, 1992; Hymel et al., 2011; Sorensen 

et al., 2013).  An example of resources competition between occupational health and 

safety and workplace health promotion can be found in the expansion of workplace health 

promotion in Queensland, Australia in the 1970s and 1980s (Chu & Forrester, 1992). 

Workplace health promotion and occupational health and safety have been viewed as 
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parallel pathways for the promotion and protection of employee health (Hymel et al., 

2011; Sorensen et al., 2013). Having both a workplace health promotion program and an 

occupational health and safety system in one work organisation is criticized as a waste of 

resources and poses a significant burden for enterprises, especially smaller ones due to 

the fact that the two systems have the same objectives and share common expertise (Baker 

et al., 1996).   

For those reasons, several reviews underline the need for a comprehensive approach to 

workplace health promotion that includes both individual-directed and organizational-

directed measures (Goldgruber & Ahrens, 2010). Furthermore, it has been emphasized 

that workplace health promotion needs to be integrated into the organization’s 

management of the business and not be considered as a separate organizational process 

(Chu et al., 2000). Recent literature has renewed the argument that workplace health 

promotion and occupational health and safety should be integrated (Hymel et al., 2011). 

Research evidence has demonstrated that integrating the approaches to worker health 

provides a potential model for addressing a range of complex issues impacting workers’ 

health (McLellan et al., 2013). 

5.2.1. The integrative setting approach to health promotion 

This new understanding has led to the development of the fourth generation of workplace 

health promotion in the early 1990s as part of the emergence of the settings approach to 

health promotion. This approach gives increased recognition to the multi-causal nature of 

employee health and the influence of organizational measures (Chu, 2004; Chu et al., 

1997). Even though different countries use different terminologies for their programs, an 

integrated approach to workplace health ‘blends’ workplace health promotion and 

occupational health and safety into one approach. The approach has recently been defined 

as follows: “the strategic and systematic integration of distinct environmental, health and 
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safety policies and programs into a continuum of activities that enhances the overall 

health and well-being of the workforce, and prevents work-related injuries and illnesses” 

(Hymel et al., 2011, p. 695). Adopted by many international organizations and health 

agencies, it is variously known as “the integrative setting approach to workplace health 

promotion”, “integrated workplace health promotion”, “health promoting workplace”, 

and “healthy workplace” (International Labour Organization, 2014; McLellan et al., 

2013; World Health Organization, 2010; Wynne, 1998). The most recent World Health 

Organization guidelines (2010) for a healthy workplace (World Health Organization, 

2010) as well as other recent literature (Cooklin et al., 2016; Hymel et al., 2011; Sorensen 

et al., 2013; Sorensen et al., 2016; von Thiele Schwarz et al., 2015)  continue to endorse 

a comprehensive and integrative approach to workplace health promotion.  

The integrative setting approach is a health promotion approach which offers a 

coordinating mechanism to integrate environmental and population issues into a planning 

framework (Macdonald, 2000). The settings approach presents a mechanism for inter-

sectoral cooperation. According to the Bangkok Charter for Health Promotion in a 

Globalized World, the workplace is one of the most important settings for health 

promotion, and health promotion is “a requirement for good corporate practice” (WHO, 

2005, p. 4).  

 The settings approach to health promotion focuses on a broader range of health 

determinants to reduce health inequalities (World Health Organization, 2010). 

Consequently, the settings based approach to workplace health promotion requires 

assuming a broader view of the entire work system, including its dynamics, stakeholders, 

and power structures (Bauer & Jenny, 2013). Workplace health promotion is a process-

oriented approach, which aims to develop a healthy work environment as a means to 

improve employee health (World Health Organization, 2010).  
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Given the underlying public health perspective in workplace health promotion, a 

comprehensive approach clearly encompasses both higher-level upstream structural, 

organizational, and environmental factors as well as lower-level downstream factors, such 

as individual behaviours, as determinants of employee health (World Health 

Organization, 2010). This assumption means that employee health can be viewed as a 

product of both the work organization and individual behaviour (e.g. (McLellan et al., 

2013)). Accordingly, organisations can promote employee health by strengthening 

personal health practices and resources by offering various health-specific programmes 

and measures, as well as by forming a well-functioning work organization beneficial for 

employee health (Chu et al., 2000).  

5.2.2. Integrative workplace health promotion 

The integrated model for workplace health has proved to be successful in both 

industrialised and low- and middle- income countries (Baker et al., 1996; Chu, 2004). A 

recent review supported this integrated approach to workplace health in terms of its 

effects on employee health and economic outcomes (Pelletier, 2009). The findings of one 

study of an intervention project integrating workplace health promotion and occupational 

health and safety in 19 Swedish public human service workplaces indicate that workplace 

health promotion programmes that take a comprehensive approach and high levels of 

management and employee involvement are associated with better psychosocial working 

conditions and employee health compared with traditional wellness program (Vinberg & 

Landstad, 2014).   Examples from low- and middle- income countries in Southeast Asia 

and China have demonstrated that the integrated model could provide a successful and 

sustainable strategy for workplace health in the context of small and medium enterprises 

(Chu, 2004). Another study in ten Swedish small enterprises shows that integrated models 

for workplace health intervention are important for health and performance outcomes in 
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small enterprises (Vinberg, 2008). A recent intervention evaluation research showed that 

the integrated workplace health promotion program with a broad change strategy and high 

levels of management and employee involvement can apply to small public sector 

workplaces (Vinberg & Landstad, 2014). 

 Key features of integrative workplace health promotion 

Developed from the advancements of the understanding of workers health, the integrative 

approach to workplace health promotion has key features that distinguishing it to other 

workplace health approaches.  

5.3.1. Comprehensive and integrative 

A fundamental principle for the integrative model is an understanding of the holistic and 

multi-causal nature of workers’ health (Chu et al., 1997). Thus, integrative workplace 

health promotion programs and policies employ a comprehensive approach to workplace 

health promotion, concerning all aspects related to workers’ health, safety and wellbeing 

(World Health Organization, 2010).  

WHO has identified four main aspects to be addressed in the integrated model, namely 

the physical work environment, the psychological work environment, personal health 

resources and community involvement of the enterprise (World Health Organization, 

2010). In the physical work environment, the integrative workplace health promotion 

model focuses on addressing health and safety concerns. The integrative programs and 

policies also address health, safety and well-being concerns in the psychosocial work 

environment including the organization of work and work culture. For employees at high 

risk for disease, the model also offers targeted programs for disease prevention and health 

promotion. Regarding personal needs, the model advances personal health resources and 

supports healthy lifestyles. In addition, in order to address the needs of the community, 
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the model supports ways of participating in the community to improve the health of 

workers, families and members of the community.  

Therefore, the approach enables a stronger integration of health promotion and disease 

prevention, occupational safety and hazard reduction, and organisational development 

and human resource management for a collective effort toward workers’ health (Chu, 

2004; Hymel et al., 2011). To that end, the integrated approach applies an ecological 

model of workers’ health, which takes into account all the determinants of workers’ health 

including the physical working environment, workplace organisational and cultural 

factors and the workers’ task and work activities (Chu et al., 1997).  

By taking a wider focus and by taking into account the needs of all stakeholders, the 

comprehensive focus opens the integrated model to all the possibilities for improving 

workers’ health. Two research reviews concluded that comprehensive, multifactorial, 

health promotion, and disease management interventions are the most successful 

workplace health interventions because those programs have focused on broad strategies 

for maintaining health while also giving attention to special interventions targeted at 

specific risk groups (Pelletier, 2001, 2009). Integrative workplace health promotion 

interventions have been praised as the most successful workplace health interventions 

because they have focused on broad strategies to promote health while also paying 

attention to special interventions targeted at specific risk groups, tailoring the program to 

suit specific workplace conditions to avoid an over-simplistic, one-size-fits-all approach 

(Pelletier, 2009; Sorensen et al., 2013; Sorensen et al., 2016).   

5.3.2. A cyclical assessment and improvement process 

The operating principle of the integrative workplace health promotion is the 

“participatory needs-based problem-solving cycle” (Chu, 2004, p. 3). As presented in the 

figure 5-1, the process of an integrative workplace health promotion is a systematic 
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continuum constituting needs assessment followed by program development and 

implementation according to the prioritized needs of the workplace (Chu & Dwirahmadi, 

2015). The key health and safety issues in the workplace are identified via assessments 

of the environment and employees in relation to the physical work environment, 

psychosocial work environment, personal health resources, and the broader impact of the 

organization on the community.  

Moreover, as a part of strategic planning, the priorities are developed based on assessed 

needs. A prioritising process is required in order to narrow the focus on health and safety 

issues and the measures to address those issues with the participation of all stakeholders 

(Sorensen et al., 2013). The process of community health issues identification and 

prioritizing are often done by a Comprehensive Community needs assessment (Chu & 

Dwirahmadi, 2015). Based on the prioritised needs, a comprehensive plan with specific 

actions are developed in consultation with stakeholders and external experts. 

 

Figure 5-1. Workplace health promotion action process 

Source: Adapted from Chu and Dwirahmadi (2015). 
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Moreover, the process of identifying and addressing health and safety needs should be a 

cyclical process (Sorensen et al., 2016). The action research process emphasises the need 

for a well-conducted program that is monitored and evaluated. In addition, the findings 

and outcomes of the monitoring and evaluation need to be documented and 

communicated to all stakeholders, which lays the foundation for feedbacks and 

improvement of the program (Chu & Dwirahmadi, 2015). Based on this, new and existing 

health issues are identified and prioritised and the plan is revised and improved.  

5.3.3. Leadership commitment, and employee involvement 

The integrative model applies a more interdisciplinary approach combining the efforts of 

employers and employees with the contribution of the occupational health authorities and 

experts (World Health Organization, 2010; WPRO, 1999). This approach includes the 

participation of all stakeholders in all the processes of health program planning and 

implementation, based on the prioritized needs of all stakeholders (Chu, 2004; 

Goldgruber & Ahrens, 2010; Hymel et al., 2011; McLellan et al., 2013). Therefore, 

leadership commitment and the involvement of workers are key to the success of 

workplace health promotion programs (Pelletier, 2009; Sorensen et al., 2013; Sorensen et 

al., 2016). With the participation of all the stakeholders in the whole process, all their 

needs will be considered and addressed, increasing worker control over their health and 

improve their health outcomes. This approach highlights the ownership of both 

employees and employers of the workplace health promotion programs.  

To ensure the success of the workplace health promotion program, the program strategy 

should be supported by the organization’s authority, which clearly indicates that healthy 

workplace initiatives are part of the organization’s business strategy. In addition, 

workplace health promotion needs to be integrated into an organization’s general 

management system and operational plans (McLellan et al., 2013) or even should be 
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viewed as an issue of strategic importance for an organization that is closely linked to 

business processes and human resource management (Hymel et al., 2011). Clearly, the 

allocation of necessary resources to plan, implement and evaluate the healthy workplace 

programs is also essential for the program.  

In addition, many studies also argue the significance of the active involvement of workers 

and their representatives in every step of the process from planning to evaluation 

considering their opinions and ideas (Chu & Dwirahmadi, 2015; Vinberg & Landstad, 

2014; World Health Organization, 2010; WPRO, 1999).  

5.3.4. Comprehensive Community Needs Assessment framework  

 As discussed in the previous section, needs assessment is an essential part of developing 

an integrative workplace health promotion program. Need is defined as “ a state, situation 

or condition in the community which by its presence or absence reduces, limits or 

prevents normative function” (Denton, 1976 in Hawe et al., 2004, p. 17). A needs 

assessment is a systematic process of asking questions, comparing answers, and making 

informed decisions about what to do next to improve human (or organizational) 

conditions and performance (Chu & Dwirahmadi, 2015). Community needs assessment 

involves a process of assessing needs, including issues of concern, health determinants 

and solutions, capacity, and resources to inform the direction, scope and conduct of 

community health promotion, so the process can be viewed as a tool to identify what a 

particular community needs (Petersen & Alexander, 2001). 

Among community need assessment methods, Comprehensive Community Needs 

Assessments is recognized as being a critical undertaking for the successful development 

of integrated workplace health promotion strategies (Chu & Dwirahmadi, 2015; Petersen 

& Alexander, 2001). The Comprehensive Community Needs Assessments based on 

Bradshaw’s concepts of needs (Bradshaw, 1994). This model, developed by (Chu, 1994) 
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, has been well tested and adopted by many complex health projects ( Chu, C & Ma D. 

2005; Dwipayanti et al., 2017; Lin et al., 2014) in order to develop practical strategies and 

to evaluate outcomes, including Phung’s previous work on reducing pesticide risks (D. 

T. Phung, 2012). The Comprehensive Community Needs Assessments  was also utilized 

as a methodological tools in the WHO Regional Guidelines for the Development of 

Healthy Workplace (WPRO, 1999). 

In order to have a comprehensive view of community needs, the Comprehensive Needs 

Assessments framework employs the Bradshaw concept of community needs which 

values the views and participation of all community members in the need identification 

process. According to Bradshaw, there are four types of needs namely normative needs, 

felt needs, expressed needs and comparative needs (Bradshaw, 1994, p. 46).  

Normative needs are defined by experts, professionals, doctors, policymakers, and so on 

(Bradshaw, 1994, p. 46). Normative needs are often related to a short fall in relation to an 

established standard developed through experience and consultation  (Bradshaw, 1994, p. 

46). Normative need is most often determined through consulting experts and research 

findings presented in academic texts, journal articles and research reports. This type of need 

is often seen as objective as it is expert defined. However, expert definition of need may 

change as a result of new knowledge and changing views and values. 

Felt needs are wants, desires, or subjective views of needs which may or may not become 

expressed needs (Bradshaw, 1994, p. 46). Felt needs, are defined by the community 

members themselves. Felt needs are often influenced by an individual community 

member’s values and attitudes (Petersen & Alexander, 2001). Felt need is determined 

through community consultation using various methods such as focus group discussions, 

informal interviews, community meetings and surveys. Gathering information on felt 

needs is particularly important as it provides opportunities for community members to 
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actively participate in the program planning and implementation. As communities are not 

a homogeneous entity, selecting representatives is important to ensure information is 

gathered on the needs of different sub-groups in the community (Chu & Simpson, 1994).  

Expressed needs are demands or felt needs turned into action (Bradshaw, 1994, p. 46). 

The needs can be identified through community demand or community use of service 

(Chu, 1994). It is also important to recognise that there may or may not be causal links 

between felt and expressed needs.   

Comparative needs are obtained by comparison with other similar areas (Chu & Simpson, 

1994). Comparative needs is determined by examining the similarities and differences in 

health issues, determinants, solutions, services and facilities between comparable geographic 

areas, populations, organisations or communities. It is useful to identify or predict needs 

based on the experience of other communities with similar social economic characteristics 

and developmental stages. Comparative needs can be of value in identifying potential health 

problems, feasible strategies or a service deficiency 

By examining the four elements of needs (normative, comparative, felt and express needs) 

and following the processes of defining issues, analysing factors and evaluating needs, 

we can then  develop strategies using the Ottawa Charter or empowerment frameworks 

to address the health and safety concerns of migrant workers which would close the gap 

between research and policy (Chu & Simpson, 1994). It is especially appropriate for 

studies of people’s attitudes or needs that are best understood in their natural settings 

(Babbie, 2010). This Comprehensive Community Needs Assessments enables 

researchers to collect and analyse data from a range of environmental, socio-cultural, 

biological and technical sources so as to develop integrative strategies to solve problems  

(Chu et al., 2005). 
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The Comprehensive Community Needs Assessments plays an important step in the 

process of applying health promotion approaches by allowing meaningful community 

participation in the program planning and development process. In the Comprehensive 

Community Needs Assessments, all the stakeholders of the workplace health promotion 

programs are engaged in the decision-making process at the beginning, which enables 

them to increase control over the determinants of their health (Chu & Dwirahmadi, 2015). 

The Comprehensive Community Needs Assessment connect needs assessment process 

with the development of strategies using the Ottawa charter for health promotion action 

framework for analysing health determinants and developing strategies and program 

planning. The Ottawa Charter was developed by the World Health Organization in the 

first International Conference on Health Promotion in 1986 to address inequities in health 

status (World Health Organization, 1986). The Ottawa charter for health promotion action 

framework comprises five strategies for health promotion, which are: 1) building healthy 

public policy, 2) creating supportive environments, 3) strengthening community actions, 

4) developing personal skills, and 5) reorienting health services (World Health 

Organization, 1986). These strategies are actually actions for addressing the five 

categories of factors in the ecological model namely structural, environment, 

sociocultural, individual and service factors (Chu & Dwirahmadi, 2015; World Health 

Organization, 1986). This ecological framework could serve as a framework to 

comprehensively analyse the health and safety issues in both living and working condition 

of workers. 
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 A good practice review of national workplace health promotion 

programs from the Asia-Pacific 2 

To guide the regional development of healthy workplaces in the Asia-Pacific, in 1993 the 

WHO Western Pacific Regional Office offered training workshops and sponsored pilot 

projects (Chu, 2004). A WHO workshop in 2002 found that 11 countries were in various 

stages of implementing healthy workplace programs (Chu, 2004; WHO, 2002). However, 

little is known about their subsequent development. In addition, few contemporary 

publications have reviewed the implementing strategies for best practice workplace health 

promotion programs to guide its development in the region.   

To fill this gap, the peer-reviewed and grey literature on the facilitation and development 

of 18 workplace health promotion programs in the Asian and Western Pacific region from 

2002 to the present was reviewed and summarized. The review used the search terms 

“workplace health promotion”, “program or strategy”, and the names of countries in the 

region using Google Scholar, Medline, and government websites (see the summaries of 

workplace health promotion programs in the Appendix 1 for more detail). Three case 

examples, namely government led workplace health promotion programs in Shanghai, 

Singapore and Taiwan, were selected based on three criteria:  

(1) Consistent support from the government, i.e. leadership commitment, resource 

allocation and encouraging enterprise participation;  

                                                 

2  A good practice review relating to this section was published in Global Health 

Promotion with permition from the copyright holders under the SAGE's Green Open 

Access policy: Pham, C.T.; Lee, C.B; Nguyen, T.L.H, Lin J.; Ali S. & Chu, C. (2019). 

Integrative settings approach to workplace health promotion to address contemporary 

challenges for worker health in the Asia-Pacific. Global Health Promotion. The 

researcher was the main author of the paper with help from his supervisors in 

conceptualising the study and revising the manuscript. 
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(2) Application of integrative workplace health promotion principles—a 

comprehensive and needs-based approach, a cyclical assessment and 

improvement process, leadership commitment, and employee involvement;   

And (3) evidence of expansion and sustainability of the workplace health 

promotion programs. 

5.4.1.  Case examples from the Asia-Pacific  

In the Asia-Pacific Region, healthy workplace initiatives have developed thanks to the 

active facilitation of the WHO Western Pacific Regional Office (WPRO) through training 

courses, dissemination of regional guidelines, and the sponsorship of demonstration 

projects in the mid-1990s (WPRO, 1999). By 2002, there were eleven countries in various 

stages of implementing healthy workplace programs in the region (WHO, 2002).  

Regarding workplace health promotion intervention in Vietnam, although there was not 

a national strategy for workplace health promotion in Vietnam, several workplace health 

promotion interventions have been implemented and showed positive results. In 1998, 

with the support from the WHO Western Pacific Region, workplace health promotion 

programs were initiated in 30 small enterprises and 15 family foundry businesses, which 

followed the WHO Regional Guidelines for the Development of Healthy Workplace 

(WPRO, 1999). The intervention demonstrated impressive improvements in work 

conditions and environmental hygiene, lifestyle, health information, and productivity 

(Chu, 2004; WHO, 2002; WPRO, 1999). These successes led to the formation of a 

national workplace health promotion plan which included three training course modules 

that would extend the program to 60 additional enterprises (Chu, 2004). Although a report 

from WHO in 2002 lauded the program’s success, the project ended when funding ceased 

(Chu, 2004).  
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A large-scale workplace health promotion intervention had been implemented to promote 

the health of agriculture workers in six provinces across Vietnam in 2003. The program 

focused on improving working condition using low-cost methods and aimed to reduce 

work-related injuries and diseases. Some positive improvements had been achieved such 

as properly treated garbage which had increased from 8.7 to 23.5%, and also a reduction 

in symptoms of pesticide poisoning (Tran, 2006). 

Another workplace health promotion intervention in 2003, which applied WHO 

and ILO guidelines on improving working conditions and improving the health of 

workers, significantly improved the working conditions of informal workers in 

three craft villages in Vietnam. The proportion of workplaces with occupational 

hazards reduced from 70% to 28% after six months of implementing the program 

(Nguyen, 2006).  

However, these pilot programs all ceased after the piloting period. Although those 

interventions had shown that workplace health promotion could be implemented in 

resource-poor settings such as household enterprises, agriculture and informal sectors and 

that they delivered positive outcomes, the lack of a long and sustained intervention has 

shown the lack of commitment from all the workplace health promotion program 

stakeholders in Vietnam workplace health promotion. There has also been no health 

promotion program in larger workplaces such as in manufacturing enterprises, which 

account for a growing proportion of the workforce in Vietnam. 

Similarly, due to the lack of international funding support and consistent leadership 

commitment, many once successful, integrative workplace health promotion programs, 

even those with cost-effective and measurable outcomes, have lost their momentum, and 

have returned to second or third generation workplace health promotion practices or 
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simply ceased to operate. Many other countries in the region followed different pathways 

to workplace health promotion, adopting a variety of models. However, they mostly had 

a narrow focus on reducing the risks of non-communicable diseases through health 

behaviour change (for details see Appendix 1).  

Nevertheless, there have been three shining examples in the Asia-Pacific Region, in 

Shanghai, Singapore, and Taiwan. All of these WHP programs, all of which have 

demonstrated good practice in both application of integrative workplace health promotion 

principles and in expansion and sustainability by effective facilitation strategies. 

5.4.1.1. Shanghai’s workplace health promotion program 

A well-documented success story is the WHO China collaborative healthy workplace 

project coordinated by the Shanghai Health Education Institute, involving 44,000 

employees in four enterprises from 1993-1995 (Chu, 2004). Based on the results of a 

needs assessment, the Shanghai workplace health promotion program adopted 

comprehensive and integrative health promotion and occupational health strategies. The 

program addressed environment hazards (i.e. noise and dust) reduction; health education 

and safety training, promoting health services; creating health-supporting environments 

such as better housing and living conditions and transport arrangements; better lifestyle 

initiatives such as smoking cessation, salt-reduction training for canteen cooks and 

creating traditional Chinese exercise clubs (Chu, 2004; Liu et al., 1996). The project 

achieved measurable improvements in key areas including a 10-plus% reduction in the 

incidence of work-related injuries; a 50% reduction in the levels of sick leave; reduction 

of disease and related health costs (e.g. the prevalence of pharyngitis dropping from 16% 

to 10%); improvement of health and safety knowledge and practices and reductions of 

risky behaviour (e.g. tobacco and salt consumption) (Chu, 2004; Liu et al., 1996). 
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With the continuing support of the Shanghai Health Education Institute, the program 

expanded through the introduction of workplace health projects to a further 26 industries 

in 2001 (Chu, 2004; SMPCC, 2015).  The program has nurtured a well-trained and 

educationally qualified health promotion workforce. It also has supported capacity 

building and developed training workshops (Liu et al., 1996). Through forming health 

promotion networks and through consultancy, the workplace program experts have 

continued to introduce integrative workplace health promotion programs into many 

industries and companies. According to the Shanghai Municipal Patriotic Campaign 

Committee report (2015) workplace programs and healthy offices, programs have merged 

as a component of a city-wide healthy city project adopted by all 19 districts (Chu, 2004; 

SMPCC, 2015).  

5.4.1.2. Singapore's workplace health promotion program   

Singapore’s workplace health promotion system has evolved from a simple occupational 

health and safety approach in the 1970s, to a program focused on health education 

activities in 1984, and into a holistic, integrated program involving all aspects of a 

worker’s life from 2000 onwards (Chu, 2004; Ping et al., 2012). Since its establishment 

in 2001, the Singapore Health Promotion Board (SHPB), has provided consistent 

leadership promoting workplace health promotion programs by employing a wide range 

of strategies to create a supportive environment for enterprises to initiate and implement 

workplace health promotion programs (SHPB, 2017a). The SHPB provides a variety of 

grants for individuals and organizations interested in running workplace health promotion 

programs (SHPB, 2017a). The program supports a range of issues-based intervention 

strategies that meet the needs of Singaporean workers. These include smoking cessation, 

healthy diet, mental health, ergonomic/back care, HIV/AIDs prevention, and women’s 

health (SHPB, 2017a). Moreover, it offers a comprehensive support infrastructure to 
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implement the programs, including a directory of service providers, peer support 

programs, case studies on best practice, consultation and training, and resources 

references (Ping et al., 2012). The SHPB also supports capacity building strategies by 

providing training courses and educational seminars, a workplace health promotion 

toolbox and relevant resources (Ping et al., 2012).   

In addition, to promoting and sustaining workplace health promotion momentum, SHPB 

also organizes formal HEALTH award ceremonies with a list of award winners published 

in the national newspapers. As evidence of increased workplace participation, the award 

recipient list has grown from 132 in 1999 to 667 in 2014 (SHPB, 2017a). Moreover, the 

Award Assessment Criteria effectively guide industries to the basic principles and 

methodological approach of the integrative workplace health promotion model by 

promoting the participation of all stakeholders with strong leadership at all levels, and a 

concern for integrating employee health into the organizational culture, referenced within 

the organization’s policy documents (Ping et al., 2012; SHPB, 2017a).  

These comprehensive facilitating strategies have yielded significant outcomes for the 

workplace health promotion program in Singapore. According to the workplace health 

promotion Program Surveys in 2006 and 2010, the percentage of private sector medium 

and large workplaces implementing workplace health promotion programs has increased 

from 45% in 2003 to nearly 60% in 2010 (Ping et al., 2012; SHPB, 2017b). In particular, 

the proportion of small workplaces having a workplace health promotion program 

reached 27.5% in 2010 (Ping et al., 2012; SHPB, 2017b). In addition, from 2004 to 2010, 

the percentage of adults exercising regularly increased from 17% to 19%, while the 

proportion of smokers in the workforce decreased from 17.6% to 15.1% and the 

proportion of adults regularly consuming alcohol declined from 3.2% to 2.6% (EDCD, 

http://www.hpb.gov.sg/HOPPortal/healthtopic/Workplace%20Health/Events
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2010). The proportions of adults with high blood pressure and high total blood cholesterol 

also decreased in the period (EDCD, 2010).  

5.4.1.3. Taiwan’s workplace health promotion program 

The consistent leadership commitment of the Taiwan Health Promotion Administration 

(HPA) to workplace health promotion projects shifted Taiwan’s workplace health 

programs from those mostly concerned with safety and hygiene in the 1990s to a smoke-

free health promotion program in 2003 and an integrative workplace health promotion 

program based on the WHO Healthy Workplace Model in 2010 (Chen & Yu, 2016; 

Taiwan HPA, 2017). This commitment has led to the recognition of employers’ 

responsibilities in protecting and promoting employees’ health and well-being and to 

revisions to the Occupational Safety and Health Act in 2013 (Chen & Yu, 2016).  

Supported by the Taiwan Ministry of Labour, the Taiwan Health Promotion 

Administration established three coaching centres in 2003 to provide consultations for 

health promotion programs, conduct train-the-trainer courses for local health agencies 

and enterprises, develop educational tools, and organize annual self-management 

certification activities (Chen & Yu, 2016; Taiwan HPA, 2017). The Taiwan Health 

Promotion Administration coaching centres set up multidisciplinary consultation teams 

to provide enterprises with comprehensive support across the fields of public health, 

occupational health, nutrition, tobacco hazard prevention, physical activity, and healthy 

behaviour (Chen & Yu, 2016; Taiwan HPA, 2017). With the support from Taiwan Health 

Promotion Administration, workplace health promotion programs in Taiwan have 

implemented comprehensive health promotion activities, that integrate health, safety, 

environmental and organizational improvements, and incorporate smoking reduction, 

mental health, breastfeeding programs, physical fitness, and employee diet and nutrition 

into their workplace health promotion activities (Chen & Yu, 2016; Taiwan HPA, 2017). 
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Since 2007, to encourage enterprises to participate in the workplace health promotion 

program, the HPA has initiated a healthy workplace certificate scheme and announced a 

list of assessment items and accreditation requirements to guide workplace health 

initiatives (Chen & Yu, 2016; HPA Taiwan, 2016). Taiwan Health Promotion 

Administration has organized annual activities to present healthy workplace awards, 

including being named as a “Comprehensive Healthy Workplace” for those that have 

adopted the WHO Model with measurable outcomes (HPA Taiwan, 2016). 

Taiwan’s extensive workplace health promotion program has witnessed various 

measurable results.  From 2007 to 2015, a total of 3,046 workplaces have been accredited 

as Smoke-free and Comprehensive Health Promotion workplaces (Taiwan HPA, 2017). 

Up to 432 companies have been evaluated and commended for their active efforts and 

have become learning models for other enterprises (Chen & Yu, 2016). According to the 

2013 National Healthy Working Environment survey, the percentage of workplaces 

implementing a healthy workplace program with at least one health promotion activity 

gradually increased to approximately 60% (Chen & Yu, 2016). In terms of safety 

outcomes, the number of occupational accidents between 2001 and 2016 dropped by 

29.5%,  from 4.898 to 2.953 per thousand workers (Taiwan OSHA, 2017). 

5.4.2. The implications of the lessons from case examples 

The three case examples demonstrate the importance of leadership commitment and a 

supportive policy environment for facilitating and sustaining workplace health promotion 

programs. In fact, these confirmed the key success factors identified by a study based on 

extensive research among 800 European companies (Wynne, 1998). To facilitate the 

adoption of the integrative model of workplace health promotion, both Singapore and 

Taiwan Health authorities have created a supportive environment by providing education 

materials, training courses, methodological tools, guiding policy, funding, and well-
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designed websites with rich content, useful tools, and good practice examples. To 

encourage enterprises to participate and to honour outstanding workplaces, both 

Singapore and Taiwan have introduced healthy workplace certificate schemes and award 

systems to not only recognize good practices, but also to provide assessment criteria to 

guide companies to develop their own integrative workplace health promotion programs. 

A large number of workplaces entering the award competition also encourages other 

enterprises to participate in the movement and increases the level of social recognition of 

the program. The successes of these cases should inform other countries in the region 

about the benefits of, and facilitating strategies for, implementing an integrative 

workplace health promotion. 

The successful workplace health promotion examples from the Asia-Pacific, in fact, 

confirm empirical evidence from international experience, uniformly pointing to the need 

for an integrative approach to address workplace health.  However, there are two major 

challenges to adopting workplace health promotion. The first is that governments and 

enterprises may be pressured by global competition and political changes, and therefore 

are often preoccupied with economic concerns, overlooking the importance of workplace 

health promotion in the interest of company competitiveness and viability in the modern, 

globalized world (McLellan et al., 2013; Pronk, 2013; World Health Organization, 2010; 

WPRO, 1999).   

The second challenge is that when facing global competition, economic turbulence and 

increased work-related health costs, some governments and industries have begun to 

recognize the importance of promoting worker health with funding commitments 

(Sorensen et al., 2016). However, they may not have access to reliable information about 

how to promote health in the workforce. A proliferation of commercialized “wellness” 

industries with uneven quality present conflicting information about workplace health 
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promotion best practices, more often than not emphasizing only a few individual 

behavioural change measures. Funding bodies, unaware of workplace health promotion 

development history and the settings-based health promotion approaches and principles, 

may set simplistic, one-size-fits-all grant objectives that focus on a few individual life-

styles related risk factors such as weight reduction or vegetable and fruit consumption, 

disregarding specific workplace issues and health needs.  Further, as previously 

mentioned in the history of workplace health promotion in Queensland, Australia, the 

competing demand for behavioural change programs has resulted in a reduction of the 

essential resource for occupational health and safety activities which were the priority 

and legal responsibilities of the enterprises (Chu & Forrester, 1992).  

Finally, this review also found that there are some countries in the Asia-Pacific region 

that provide consistent policy direction, funding opportunities, or capacity building 

activities with supportive professional networks for workplace health promotion (See the 

Appendix 1 for more detail). To this end, apart from offering policy direction and 

guidelines, it is important for WHO and ILO to jointly advocate and facilitate integrative 

workplace health and safety programs by 1) working with member governments to 

develop an action plan to develop healthy workplaces, 2) providing “train-the-trainer” 

courses and relevant material to member countries, and 3) facilitating the development of 

a supportive and trend-setting network, similar to the Alliance for Healthy Cities, to guide 

professional practices of workplace health promotion. 

As elsewhere in the world, the Asia-Pacific region workplaces face pressures associated 

with global changes, intensified competition, aging workforce and labour migration. The 

workplaces in the region also bear the burden of the imported hazardous industries from 

high-income countries. A successful integrative workplace health promotion program can 

help industries to protect and promote the health of their workforce, increase productivity 
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and reduce healthcare costs. Thus, more than ever, integrative workplace health 

promotion programs are essential for the sustainable development of the economies in the 

region. Key features and facilitating strategies for successful workplace health promotion 

include consistent policy support and leadership commitment, integrating health, safety 

and wellbeing of workers into organization policy, employing a needs-based systematic 

and continual assessment and improvement and participation of both employers and 

employees. Finally, to develop and sustain healthy workplaces in the region, facilitation 

by international bodies towards capacity and professional network building are crucial. 

 The effectiveness and factors influencing workplace health promotion in 

low- and middle- income countries3 

As discussed in the previous sections, the traditional workplace health promotion 

approach is criticised because it usually occurs in industrialized countries in which have 

large and wealthy enterprises (Malik et al., 2014). Current understanding regarding how 

to effectively implement WHP interventions is mostly generated based on evaluation 

studies of interventions conducted in long-industrialized countries (Cahalin et al., 2015; 

McCoy et al., 2014). Consequently, LMIC often lack evidence of effective health 

promotion, even when knowledge and interventions for developing healthy workplaces 

exist.  Little is known about how effective WHP interventions are and what factors 

influence the effectiveness when WHP programs are implemented in LMIC, representing 

a significant gap in the health promotion literature. This literature review aims to fill the 

                                                 

3 This section was adapted from a systematic review that was published in Health 

Promotion International: Pham, C.T.; Phung, D.; Nguyen, T.V; & Chu, C. (2019). The 

effectiveness of workplace health promotion on low and middle-income countries. Health 

Promotion International. https://doi.org/10.1093/heapro/daz091 The researcher was the 

main author of the paper with help from his supervisors in conceptualising the study and 

revising the manuscript. 

https://doi.org/10.1093/heapro/daz091
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gap by examining the effectiveness of WHP interventions that were implemented in 

LMIC and the key issues concerning the implementation of workplace health promotion 

(WHP) programs in LMIC. 

A systematic review of the literature was conducted focusing on the effectiveness and 

factors related to the implementation of workplace health promotion programs in low- 

and middle- income countries.  Twenty-six peer-review and grey evaluation studies were 

identified from electronic databases (PubMed, The Cochrane Library, PsycINFO, 

EMBASE, and Web of Science) and from hand searching documents using Workplace; 

Health promotion; and Low- and Middle- Income countries as search terms. The paper 

selection followed the PRISMA process (Detail of literature review method is presented 

in Chapter 6).  

5.5.1. Characteristic of literature included in the review 

A total of 26 papers met the selection criteria for the reviewing process. The 

characteristics of the papers are mentioned in Table 5-1 and the summary of all the papers 

included in the review are presented in Appendix 2. No eligible paper was published 

before the year 2000. However, some of the interventions had been implemented during 

the 1990s (Hope, 2003; Krungkraiwong et al., 2006; Takeyama et al., 2006; WPRO, 

2001) and even during the 1980s (Chen et al., 2008). The majority of the interventions 

(73.1%) were located in the low- and middle- income countries of Asia. Only two paper 

described interventions conducted in African countries (Hope, 2003; Richter et al., 2012). 

Two papers evaluated the workplace health promotion interventions that were conducted 

in more than one country (Anthony et al., 2015; Richter et al., 2012). A large proportion 

of studies took place in multiple workplace settings (n=15). 

Table 5.1 Characteristic of literature included in the reviewing process 
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Year of publication Number of 

publications % 

2000-2005 6 23.1% 

2006-2010 7 26.9% 

2011-2015 11 42.3% 

2016-2017 2 7.7% 

Countries of intervention Number of 

publications % 

Asia   19 73.1% 

China 3  
India 2  
Iran 1  

Thailand 2  
Vietnam 2  
Malaysia 7  

Turkey 1  
Philippine 1  

Latin America 4 15.4% 

Brazil 3  
Mexico 1  

Africa 2 7.7% 

Botswana 1  
sub-Saharan Africa countries 1  

China, India, and Mexico 1 3.8% 

Evaluation methods Number of 

publications % 

Randomized control trial 5 19.2% 

Cluster randomized trial 3 11.5% 

Pre and post-study 4 15.4% 

Quasi-experiment study 4 15.4% 

Program monitoring and outcome 

evaluation (Mixed methods study) 7 26.9% 

Program monitoring and outcome 

evaluation (Cross-sectional study) 2 7.7% 

Program monitoring and outcome 

evaluation (Qualitative study) 1 3.8% 

The focus of the intervention Number of 

publications % 

Comprehensive intervention 

based on need assessment 5 19.2% 

HIV/AIDS Prevention; 

Reproductive health 5 19.2% 
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NCD risk factors reduction, 

Nutrition, Physical activities 12 46.2% 

WISE and Participatory approach 4 15.4% 

Type of industry Number of 

publications % 

Heavy industry and construction 4 15.4% 

Industrial sector (Mixed) 3 11.5% 

Manufacturing industry 10 38.5% 

Public services and government 

sectors 9 34.6% 

Intervention time Number of 

publications % 

3 months or less 2 7.7% 

4 to 6 months 6 23.1% 

7 months to one year 11 42.3% 

Two to five years 4 15.4% 

More than five years 2 7.7% 

Not mention 1 3.8% 

Less than haft of studies employed an experimental design (n=12) which include control 

and cluster-randomized trial, and quasi-experiment study with the moderate to high-

quality appraisal. Four evaluation employed pre- and post-study without a control group. 

Ten studies employed cross-sectional study methods for monitoring the implementation 

of WHP programs and assessing the outputs of the interventions. Among them, one study 

employed the qualitative study method (Liau et al., 2014) and seven others employed 

mixed-method study (Abdullah, 2003; Daud, 2003; Hope, 2003; Manothum & 

Rukijkanpanich, 2010; WPRO, 2001; Yusoff, 2003; Zainuddin, 2003)  which provided 

more insights about the factors related to the effectiveness of WHP intervention.  

The review shows that WHP interventions were implemented in a wide variety of industry 

including resource-poor sectors such as the manufacturing sectors or construction. Ten 

interventions were conducted on workers in the manufacturing industry. Among them, 

seven interventions were conducted on workers in small- and medium-sized enterprises 



107 

 

in the manufacturing sectors. One intervention was conducted female rural-urban migrant 

in manufacturing industry (Decat et al., 2012).  

5.5.2. The effectiveness of workplace health promotion intervention in low- and 

middle- income countries 

The effectiveness of the WHP intervention was evaluated in a wide range of outcomes. 

Studies in this review reported positive effects of WHP intervention in reducing health 

risks which include positive behaviour changes (Decat et al., 2012; Franco et al., 2013; 

Hope, 2003; Sorensen et al., 2017), improving working conditions (Krungkraiwong et al., 

2006; Manothum & Rukijkanpanich, 2010; Nguyen & Ton-That, 2014; Takeyama et al., 

2006; WPRO, 2001), weight loss (Abdi et al., 2015), reduction of waist circumference 

and blood pressure (Chen et al., 2008; Lara et al., 2008), and reduction of cholesterol 

levels (Moy et al., 2006). This evidence was mostly from eight evaluation studies (Abdi 

et al., 2015; Abdullah et al., 2013; Anthony et al., 2015; Bandoni et al., 2011; Decat et 

al., 2012; Nguyen & Ton-That, 2014; Sertel et al., 2016; Zavanela et al., 2012) that 

employed randomised control trial with high research quality rigour and four quasi-

experiment studies with moderate quality rigour.  

In addition, some negative effects of WHP interventions aimed at reducing health risks 

were mentioned. In an intervention aimed to improve workplace conditions in Vietnam, 

Nguyen and Ton-That (2014) reported that the measures of post-intervention working 

conditions were worse for personal dust, static dust, and noise. In another workplace 

interventions conducted in China, India, and Mexico, despite interventions designed to 

reduce salt added at the table and reduce tobacco use, salt intake and tobacco use 

increased slightly in both control and intervention areas (Anthony et al., 2015). The 

authors of the two papers were not able to provide explanations for the apparent 

deterioration in the intervention outcomes (Anthony et al., 2015; Nguyen & Ton-That, 
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2014). One other evaluation in sub-Saharan Africa which using peer education in HIV 

prevention showed that the participants in the intervention were more likely to report that 

they had engaged in risky sexual behaviour in the past 12 months (Richter et al., 2012). 

Authors of the study suggested that the reason was the more open atmosphere among 

workers after the peer education, where respondents trusted those in their peer group and 

were able to discuss and report their risky sexual behaviour (Richter et al., 2012). 

Furthermore, Liau et al. (2014) reported unexpected side effects of intervention in a 6-

month “Love Your Heart” programme, which aimed to reduce five cardiovascular risk 

factors. Some participants in this health promotion program had experienced mental stress 

when they learned their blood test results or weight, and this did not improve despite their 

best efforts (Liau et al., 2014). 

Some studies looking at longer intervention showed that the health promotion activities 

resulted in reducing health-related outcomes such as stroke mortality and morbidity rate 

(Chen et al., 2008) and injury rate (Krungkraiwong et al., 2006; Nguyen & Ton-That, 

2014; Takeyama et al., 2006; WPRO, 2001). However, because all the evaluation studies 

evaluating the health-related outcome employed quasi-experimental study method (Chen 

et al., 2008)  and cross-sectional study method (Krungkraiwong et al., 2006; Takeyama 

et al., 2006; WPRO, 2001) with moderate to a low methodological quality appraisal. 

Therefore, the evidence of the positive effects of intervention in reducing ill-health and 

injuries are was less conclusive 

Several studies also demonstrated the benefit of WHP intervention on business 

productivity (Nguyen & Ton-That, 2014; Takeyama et al., 2006; WPRO, 2001; Zavanela 

et al., 2012). A study conducted in small manufacturing factories in Philippine showed 

that improving workplace conditions using WISE (Work Improvement for Protection of 

Environment) methodology could increase the productivities of most enterprises 
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(Takeyama et al., 2006). Another intervention in a major bus company showed a 

reduction in worker absenteeism rate in the group of workers involving in 24 weeks of 

physical activity training (Zavanela et al., 2012). Similarly, interventions, following the 

comprehensive approach recommended by the Western Pacific regional guideline for 

WHP, had increased worker productivity and reduced absenteeism for health reasons 

among household businesses in Vietnam  (WPRO, 2001). Likewise, improving working 

conditions had led to productivity enhancement and improved worker-employer 

relationships among small enterprises in Vietnam (Nguyen & Ton-That, 2014). Again, 

due to the low quality of evaluation studies, we could only conclude that there is only 

moderate evidence of the effect of WHP activities on business productivity.   

5.5.3. Factors influencing implementation of workplace health promotion 

interventions in low- and middle-income countries 

The review did provide some information about factors that influence the implementation 

and the effectiveness of interventions. These were factors related to the intervention 

design; that meet workers’ needs; have active education strategies; have the commitment 

from leaders; involve workers; have support from outside the organization; and 

experiencing organizational difficulties. Two overarching themes and 7 categories were 

synthesised from the evaluation studies which are summarised in Table 5-2. 

Table 5.2. Factors influencing implementation of WHP interventions in LIMC 

Theme Categories 

Factors related to 

intervention design 

Intervention time and intervention outcomes 

Interventions that meet workers’ needs provide more 

positive outcomes 

Active education strategies are more effective 

Commitment from leaders of the workplace 

Involvement of workers 



110 

 

Factors related to the 

implementation of the 

intervention 

Helps from outside are important for the sustainable 

intervention 

Barriers from the difficulty of business operation 

 

5.5.3.1. Factors related to intervention design 

Intervention time and intervention outcomes 

Most obviously, interventions that used longer intervention time periods showed more 

significant benefit to workers' health. The majority of the publication evaluated 

interventions (n=19) which were conducted for around 1 year or less. Most of the 

evaluation studies into this type of interventions could only be able to evaluate the 

outcome of intervention activities, not able to show the impact of the intervention on 

workers' health. Although achieving positive immediate behaviour and health indicator 

outputs, the short-term intervention did not allow enough time for more significant health 

effect to develop and be evaluated. Abdi et al. (2015) illustrated this point in a lifestyle 

program where a significant reduction in weight loss was observed after 6 months 

intervention, but there was no significant change the participants' blood pressure and 

waist measurements. Liau et al. (2014) also suggested that six months duration of 

intervention is not enough to promote and sustain behavioural change. Similarly, 

Zainuddin (2003) suggested that the effectiveness of intervention should be evaluated 

using indicators such as absenteeism rate, lost time injury rate and accident rate, and other 

indirect indicators are increased workers' morale, productivity, and lower health care and 

insurance cost which could only be reviewed after 5 years. Furthermore, the evaluation 

of short duration intervention could potentially produce fault positive results. For 

example, an evaluation into smoking quit intervention in Mumbai, India showed that the 

quit rate between intervention and control was different for 30-day quit rates but not for 

6-month sustained cessation (Sorensen et al., 2017).  
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Meanwhile, among 26 papers in the review, four papers (Anthony et al., 2015; 

Krungkraiwong et al., 2006; Moy et al., 2006; Prabhakaran et al., 2009) evaluated 

interventions conducted for two to five years, and two papers (Chen et al., 2008; Hope, 

2003) evaluated intervention conducted for more than eight years. Longer intervention 

time allowed those studies to produce findings about the health effect of WHP 

intervention such as reduction of waist circumference and diastolic blood pressure (Lara 

et al., 2008), cholesterol levels (Moy et al., 2006), and stroke mortality and morbidity 

change (Moy et al., 2006). 

Interventions that meet workers’ needs provided more positive outcomes 

Only five studies among 26 intervention evaluations, four in Malaysia  (Abdullah, 2003; 

Daud, 2003; Yusoff, 2003; Zainuddin, 2003) and one from Vietnam (WPRO, 2001), 

reported interventions that were implemented in response to the explicit needs 

assessments that involved stakeholders and partnerships. Based on the identified needs, 

these interventions had developed comprehensive health promotion strategies addressing 

multiple determinants of workers’ health. Unfortunately, the quality of evaluation studies 

into these interventions was not sufficiently rigorous to make a strong case for the 

effectiveness of the comprehensive approach. Other programs targeted individual health 

topics that were identified by the intervention groups: non-communicable diseases (NCD) 

risks such as smoking, lack of fruit and vegetable consumption and physical inactivity; 

HIV/AIDS prevention; reproductive health; and work environment hazard reduction.  

Nonetheless, few interventions that were more specific to the needs based on consultation 

with workers had showed more positive outcome (Abdullah, 2003; Daud, 2003; Franco 

et al., 2013; Manothum & Rukijkanpanich, 2010; WPRO, 2001; Yusoff, 2003; Zainuddin, 

2003; Zavanela et al., 2012). For example, based on the focus group among workers, an 

intervention concentrating on increasing consumption of fruit and vegetables in 
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workplace canteens in Brazil suggested changing the cook of the workplace canteen 

(Franco et al., 2013). The evaluation of the intervention showed a greater proportion of 

workers reported trusting the cleanliness of the raw food (Franco et al., 2013). A simple 

assessment of workers needs could suggest intervention that is more specific and that 

produces positive outcomes. The review also showed an example of ineffective 

intervention due to a lack of understanding of workers' needs.  The evaluation study of a 

WHP programme on dietary changes among employees in a city in Malaysia reported no 

improvement in the outcome measure on BMI among participants because participants 

believed that losing weight reflected ill-health and that overweight/ obesity was a sign of 

prosperity  (Moy et al., 2006).   

Active education strategies are more effective  

Regarding health education strategies, activities that actively communicate the message 

to participants showed more effective. Overweight governmental employees who were 

assisted to control their weight by telephone lost more weight than participants in the 

web-assisted group (Abdi et al., 2015). Similarly, Liau et al. (2014) reported that direct 

one to one counselling sessions more effective than distributing the booklet.   

5.5.3.2. Factors related to implementation of intervention 

The commitment of workplace leaders   

Many of the evaluation papers highlighted the role of management commitments in 

achieving promising practices (Abdullah, 2003; Nguyen & Ton-That, 2014; Sertel et al., 

2016). Abdullah (2003) argued that the commitment of company leaders in the needs 

assessment process significantly contributed to establishing a healthy workplace based on 

the WHO guidelines. A similar conclusion was also suggested in an evaluation of a 

Participatory Action-oriented Training program in small enterprises in Vietnam (Nguyen 

& Ton-That, 2014). Another aspect of the commitment from the worksite authorities was 
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the allocation of a necessary recourse for intervention. Sertel et al. (2016) suggested that 

ensuring the availability of sporting facilities and equipment during all working hours 

may improve adherence to worksite exercises. 

Involvement of workers 

The review showed that the involvement of workers in the planning and implementing 

process was vital for a successful WHP program. For instance, Bandoni et al. (2011) 

advised that the involvement of workers in the planning and management of meals 

directly improved the availability and consumption of fruits and vegetables. Other authors 

pointed out the benefits of worker involvement in WHP intervention.  Worker 

involvement in identifying workplace health issues and needs assessment could 

significantly improve the process because workers have a better understanding of 

working conditions and problems that they face than other stakeholders (Manothum & 

Rukijkanpanich, 2010; Yusoff, 2003). The participation of workers in planning and 

implementing health promotion activities helped the workers to see examples of the best 

practice and increase their knowledge and attitude (Manothum & Rukijkanpanich, 2010). 

Moreover, by involving in the intervention, workers take pride and ownership of the 

improvements they have made which increase the participation rate (Nguyen & Ton-That, 

2014).  

Importance of help from outside to sustaining the intervention 

Many authors called for support from government authorities to sustain the efforts of 

employees and employers in WHP intervention in LMIC (Nguyen & Ton-That, 2014; 

Yusoff, 2003; Zainuddin, 2003). Others asked for technical support and commitment 

from WHP professionals in conducting the needs assessment (WPRO, 2001; Zainuddin, 

2003) and implementing the program (Sorensen et al., 2017; Yusoff, 2003). Futher, 
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Yusoff (2003) and Hope (2003) pointed out the turnover of WHP officers negatively 

affected the implementation of the WHP intervention. 

Barriers caused by the difficulty of business operations 

Several studies suggested that difficulties encountered by the business could obstruct the 

implementation of WHP intervention (Manothum & Rukijkanpanich, 2010; Sertel et al., 

2016; WPRO, 2001). Interventions that aimed to improve working condition of small 

worksites in Vietnam faced difficulties due to decreases in production and because of 

flooding, which led to a decrease in the number of workers by 24.9% (WPRO, 2001). 

Another study reported that the lack of ability to provide any systematic occupational 

health and safety mechanisms in the workplace had hindered the implementation of 

workplace health activities (Manothum & Rukijkanpanich, 2010). Additionally, Sertel et 

al. (2016) reported that the major barriers to physical exercise intervention were shift 

changes and increased working hours among participants.   

5.5.4. The implication for future research and practices in WHP in LMIC 

This review is the first to examine the evidence of effects of WHP activities in LMIC and 

the factors related to the effectiveness of and barriers to implementation of those 

interventions. This review is also unique because it considered a wide range of 

intervention outcomes and included studies using various evaluation methods. The review 

suggests the positive effects of WHP intervention on reducing the health risk factors 

among employees. In addition, there is moderate evidence of the effect of WHP 

interventions on workers’ health outcomes and business productivity.  

The finding of this review differs to the results of previous literature reviews (Cairns et 

al., 2015; Malik et al., 2014; Pereira et al., 2015)  that mostly looked at the evidence from 

WHP intervention in high-income countries and suggested inconsistent evidence of the 

effects of behaviour change as the consequence of interventions. One review, which only 
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looked at controlled trials or randomized controlled trials, showed that the impact of 

workplace physical activity interventions on worker productivity was ineffective in 

higher quality studies (Pereira et al., 2015). Similarly, a review that focused only on 

studies conducted in the United States showed that the impact of WHP interventions on 

increasing physical activity was inconclusive (Malik et al., 2014). Cairns et al. (2015)  

also concluded a similar finding in their review on socio-economic inequalities in obesity. 

The studies included in this review employed a wide range of evaluation methods. 

However, this review highlights a number of methodological weaknesses in the current 

evidence. Regarding studies evaluating the effectiveness of risk reduction intervention, a 

number of studies (eight studies) measured the outcomes using self-reported data 

collection tools such as a questionnaire on behaviour change (Abdullah et al., 2013; 

Anthony et al., 2015; Decat et al., 2012; He et al., 2012; Hope, 2003; Prabhakaran et al., 

2009; Richter et al., 2012; Sorensen et al., 2017). Findings from these evaluation studies 

were subjected to reliability issues, such as response bias, honesty, or understanding of 

the questions. These issues reduced the strength of evidence regarding the effectiveness 

of risk reduction intervention in LMIC workplaces. Further, a number of other studies 

providing evidence of the effects of health risks reduction intervention employed pre- and 

post-study method. The absence of control groups in the pre-post evaluation studies made 

the evidence from these studies less convincing because it is difficult to control the 

confounding and the effects without intervention.  Concerning studies evaluating health 

outcomes, apart from one quasi-experimental study, other studies employed a cross-

sectional study method. The evidence from the cross-sectional program evaluation was 

weak because the findings from path analyses do not delineate cause-effect relationships. 

Methodologically, it is noteworthy that there was no cost-effective analysis of WHP 

interventions in this current review. Workplace-based interventions might not always 
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provide the most cost-effective delivery of expected health benefits because, in order to 

provide WHP programs, an organization must consider the cost of implementation and 

ongoing support (Zavanela et al., 2012). Information about the balance of the cost, 

including financial, time, and human resources, as well as the effectiveness of an 

intervention, could provide valuable information for decision-makers (Pelletier, 2009). 

Moreover, in the current review, no published evaluation study has reported and discussed 

in detail WHP interventions that did not produce positive outcomes in LMIC. Lessons 

from others’ mistakes could significantly contribute to planning and implementing a 

successful WHP program and potentially save the time and resources of other health 

promotion interventions. 

The lack of high-quality evaluation studies into  WHP activities was also reported to other 

reviews (i.e. Malik et al. (2014) and McCoy et al. (2014)). Another review, that 

considered a wide range of intervention models and health outcome,  concluded that the 

majority of evaluations were not sufficiently rigorous to make a conclusive judgment for 

the effectiveness of WHP (Harden et al., 1999). Tew et al. (2015) also called for 

evaluation studies with larger and more representative populations and conducted longer 

in order to conclude the health effects of adjustable workstations. 

An evaluation of WHP intervention faces a number of challenges. Methodologically, 

there is a gap between the knowledge and practices in WHP and the methods to evaluate 

the effectiveness of WHP intervention. Because the defined aim of health promotion 

intervention is “enabling people to increase control over and to improve their health” 

(World Health Organization, 1986, p. 1), WHP interventions has developed to a broader, 

more comprehensive, integrative approach to health and health determinants. However, 

the evaluation methodology is still heavily depended on epidemiological study methods 

which based on the assessment of cause-effect relationships of a few exposures and a few 
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outcomes. The multiple determinants of workers’ health and the interactive nature of 

health determinants could create significant difficulties in evaluating intervention by 

epidemiological studies.  In addition, WHP interventions often produce multiple 

outcomes which also challenging for drawing a pooled conclusion of the effectiveness of 

an intervention. 

In addition, there are also issues related to conceptualizing WHP program evaluation. 

Firstly, because WHP interventions require the involvement of multiple stakeholders, the 

perspective of key stakeholders should be included in the evaluation process (Moore et 

al., 2015). The inclusion could be a substantial challenge because standpoints of 

intervention effectiveness could greatly vary among stakeholders. Furthermore, other 

aspects of WHP intervention such as approach, model, or framework using in the 

intervention, the standard, and criteria for evaluation, and the purpose of evaluation, could 

significantly affect the design of the evaluation study (Glasgow et al., 1999; Moore et al., 

2015).  

Finally, the findings of this review also reflect discoveries of other reviews on the factors 

influencing the effectiveness of WHP intervention. Rojatz et al. (2017) listed a wide range 

of factors influencing WHP intervention, including management support, participation, 

social support, and business difficulties. Harden et al. (1999) showed that the low 

proportion of WHP interventions that based on the needs of employees caused variation 

in the reported participation rates. Malik et al. (2014) also suggested that tailored 

interventions produced more effective outcomes. Concerning factors related to WHP in 

the resource-poor setting of small enterprises in high-income countries, McCoy et al. 

(2014) reported that the main barriers to intervention adoption were the management 

support, the lack of employee interest and the lack health promotion providers.  
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To sum up, despite methodological drawbacks in some included studies (such as using 

self-reported behaviour or not using control groups), the evaluations of WHP 

interventions in LMIC showed that a workplace intervention that aims to reduce the health 

risks of workers could be effective. However, the evidence of the effect on workers' health 

and productivity is weak due to the low quality of evaluation methods. The findings of 

this review suggest that a lengthy (two years or longer) intervention period and needs-

based and active intervention strategies are more effective. Additionally, support from 

workplace managers, the participation of workers, and enrolment of stakeholders are 

conditions for a well-implemented WHP activity. Future programmes designed to 

promote workers’ health in LMIC should be based on the needs of all stakeholders in 

order to produce a sustainable and effective intervention. 

 Conclusion 

This chapter has discussed the development and key characteristics of an integrative 

approach to workplace health promotion and reviewed the factors contributing to a 

successful workplace health promotion programs in the low- and middle- income 

countries. An integrative approach to workplace health promotion is recommended as an 

entry point for health services delivery and for providing affordable and adequate health 

promotion programs. However, the evidence of the utility of the model in the labour-

intensive manufacturing industries in low- and middle- income countries such as the 

garment industry in Vietnam is very limited.  

Base on the review of workplace health and safety situation in the context of globalization 

(Chapter Two), the double burden of health and safety issues of internal migrant workers 

(Chapter Three), the workplace health situation and the current status and challenge of 

providing health care services for migrant workers in Vietnam focusing on the garment 

industry (Chapter Four) and the development and principle of integrative workplace 
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health promotion (Chapter Five), the next chapter will construct a research rationale and 

research question. The research design and methods developed according to the research 

conceptual framework will also be presented in the next chapter. 
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CHAPTER 6. RESEARCH DESIGN & METHODOLOGY 

“…there are many different ways of interpreting the world and undertaking 

research, that no single point of view can ever give the entire picture and that 

there may be multiple realities” (Saunders et al., 2012, p. 144) 

 Introduction  

Previous chapters have discussed the background literature on the contemporary 

challenges of workplace health and safety for the low- and middle- income countries in 

the context of globalization, and the health and safety burden of multiple factors arising 

from internal migrants’ workplace and living circumstances. Literature regarding the 

integrative approach to workplace health promotion has shown the potential to address 

those complex issues. Additionally, findings from previous chapters have highlighted the 

need for a comprehensive assessment of the health and safety issues and needs of internal 

migrant workers. This chapter presents the research methods to address the research gaps 

using the garment industry in Vietnam as a research setting.    

This chapter outlines the research problem and conceptual framework for this research 

project, the aim, research question, and focus questions to be examined. It then details the 

study design, employing the mixed-methods research design guided by a comprehensive 

Community Needs Assessment Framework. Finally, it describes the data collection, its 

analysis and discuss issues of rigour and research ethics.  

 Research problem and Conceptual framework  

6.2.1. Research problem 

As discussed in the previous chapter, workers are increasingly confronted with health and 

safety risks associated with globalization, technological change, and economic 

competition and increased workplace pressures (Chu & Dwyer, 2002; Houtman et al., 
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2007; International Labour Organization, 2014). Many low- and middle- income 

countries are faced with both traditional risks such as physical and chemical hazards, 

amplified by fast industrialization, and emerging threats from new technologies and the 

changing nature of work such as psychological stressors (Ryan, 2012; WHO, 2008b). 

Studies have found a significant rise in health care costs associated with work-related 

stress, occupational injuries and chronic illnesses, in addition to the associated 

socioeconomic costs, including productivity losses (ILO, 2010a; International Labour 

Organization, 2014; WHO, 2008b). Faced with those contemporary challenges, low- and 

middle- income countries are facing significant difficulties in providing basic 

occupational health and safety services for vulnerable groups of workers. 

Internal migrant workers are one of the largest vulnerable working groups that represent 

a growing share of the working population in low- and middle- income countries (IOM, 

2012; Klugman, 2009). One of the great challenges of providing adequate health care for 

migrants is managing their needs in a way that is appropriate for their working and living 

conditions (Deshingkar & Grimm, 2005). This is especially important because migrants 

may have been exposed to a number of health risks related to migration (Chen, 2011). In 

addition, migrants may experience barriers to accessing health services in the destination 

communities (Webber et al., 2012). In addition, due to the nature of their work, their 

working hours, and living conditions, internal migrant workers often have different health 

needs to other populations and these needs are often not catered to by the health service 

providers (Webber et al., 2012).  

Similar to other fast-industrializing economies, Vietnam has undergone a substantial 

socioeconomic transition and international integration (World Bank & MPI, 2016). Few 

current studies have highlighted the increase in the prevalence of workplace health issues 

including new and emerging workplace problems (MOLISA, 2016; Nguyen et al., 
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2015b). The process of fast industrialization and increased economic activities has put 

enormous pressure on the workplace health system in Vietnam. Vietnamese workplaces, 

especially in labour intensive and low labour cost industries such as the garment industry, 

have to rely on a growing number of internal migrant workers to meet and sustain their 

labour and developmental needs (Krairiksh et al., 2015; Lucas, 2015). Internal migrant 

workers in Vietnam are exposed to health determinants which occur in their living and 

working conditions. Providing adequate health care for this group of workers has been 

challenging due to the mobility and the low level of local community connection of the 

internal migrant worker population. Therefore, the workplace is increasingly recognised 

as an entry point for health services delivery which can provide affordable and adequate 

health promotion programs for internal migrant workers and their families (WHO, 2007a; 

World Health Organization, 2010; WPRO, 1999).  

The integrative approach to workplace health promotion has evolved as a global 

movement, advocated consistently by international organizations to effectively address 

complex issues affecting workers’ health (Chu et al., 1997; European Network Workplace 

Health Promotion, 1997; World Health Organization, 2010; WPRO, 1999). A successful 

workplace health promotion program can ensure a flexible and dynamic balance between 

fulfilling organisational targets, and promoting employee health, both of which are 

essential to compete successfully in the modern, competitive world (Cooklin et al., 2016; 

Sorensen et al., 2016).  However, it has been not clear if the model could be a strategy for 

the health care needs of internal migrant workers in low- and middle- income countries 

who face different factors of health vulnerability.  

6.2.2. Research aim and question 

The research problem has identified that there is a need for comprehensive information 

about health and safety issues experienced by internal migrant workers in the garment 
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industry in Vietnam and the needs for all stakeholders on strategies to protect and promote 

the health of workers. Therefore, this research aims to investigate (a) the health and safety 

issues experienced by migrant workers in the garment industry in Vietnam and (b) 

potential strategies to promote their health. 

In order to achieve the above aim, the research is designed to answer the following 

question:  

What are the key health and safety issues experienced by migrant workers in 

the garment industry in Vietnam and what are the potential strategies to 

protect and promote their health?   

More targeted questions were developed in order to address the main research question: 

1. What are the current status and trends of workplace health and safety issues in 

developing countries in the context of globalization? 

2. What are the characteristics of internal migrant workers and the social factors 

impacting on their health in developing countries, and in Vietnam in 

particular? 

3. What are the key health and safety issues experienced by migrant workers in 

the garment industry in Vietnam? 

4. What are potential strategies to address health and safety issues of migrant 

workers in the garment industry in Vietnam? 

6.2.3. Conceptual frameworks 

The conceptual framework of the proposed research is based on the critical analysis of 

literature in the fields of (i) occupational health and safety in the context of globalization, 

(ii) internal migrant workers, (iii) integrated workplace health promotion and (iv) the 
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health and safety in the garment industry in Vietnam.  Figure 6-1 presents the conceptual 

framework of this study. 

 

 

Figure 6-1 Conceptual framework of the research 

The investigation started with a review of current knowledge and trends in occupational 

health and safety and the challenges of providing basic occupational health services for 

workers, especially for vulnerable groups of workers, in low- and middle- income 

countries in the context of globalization. The next step was identifying the characteristics 

of internal migrant workers in low- and middle- income countries and in Vietnam by 

reviewing factors of all the levels of the ecological framework of migrants’ health 

including personal, family and group, community and policy levels. The investigation 

continued by reviewing the integrative approach to workplace health promotion in 

addressing the comprehensive health and safety issues in low- and middle- income 

countries. As a fast-industrializing country with an increasing proportion of internal 

migrant workers in its export-oriented manufacturing industry, Vietnam is in critical need 

of a comprehensive and integrative approach in order to provide health and safety services 

to the migrant worker population.  

The garment industry in Vietnam is used as a setting to investigate the key health and 

safety issues experienced by internal migrant workers. A Comprehensive Community 
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Needs Assessment considered the views of all stakeholders and both workplace and non-

workplace health and safety issues in the selected case study areas.  The identified issues 

were prioritized in term of the impact on workers’ health. From the prioritised issues, the 

community profile and internal analysis of the community, the study recommends 

strategies to address the health and safety issues of migrant workers in the garment 

industry in Vietnam based on the integrative workplace health promotion framework.  

 Research approach and design 

6.3.1. Methodological approach 

The study is explorative in nature, for the intent is to identify the health and safety issues 

experienced by migrant workers and recommend strategies to address those issues. It uses 

the garment industry in Vietnam as a setting for examining the perspectives and the needs 

of the stakeholders involved in providing health services for migrant workers in Vietnam. 

As discussed in Chapter Five, Comprehensive Community Needs Assessment is a 

recommended methodological tool for investigating the issues and recommending 

strategies in a settings approach to health promotion (Chu & Dwirahmadi, 2015; Newman 

et al., 2015). A community needs analysis involves a process of assessing needs, including 

issues of concern, health determinants and solutions, capacity, and resources to inform 

the direction, scope and conduct of community health promotion, so it can be viewed as 

a tool to identify what a particular community needs (Petersen & Alexander, 2001). This 

study follows a three-component framework for the data collection proposed in the 

Comprehensive Community Needs Assessment framework that aligns with the four types 

of community needs. The three-component allows a combination of research methods 

(quantitative and qualitative) to assess community needs, prioritise issues, identify 

determinants and formulate strategies. The three-component framework for the data 

collection is presented in Figure 6-2. 
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Figure 6-2: Three-component framework for the data collection phase of a community 

needs assessment 

Source: Adapted from Chu and Dwirahmadi (2015). 

In the first component of the data collection framework a profile of the community is 

developed. A community profile is a detailed picture of a community. It provides an overview 

of the demographic and community characteristics together with a description of the health-

related services and resources available in the community. 

The second component, a community analysis, is made up of a community profile plus an 

internal analysis. An internal analysis of the community can be undertaken in a number of 

different ways. A well-defined approach to developing an internal analysis is the S.W.O.T 

(Strengths, Weaknesses, Opportunities and Threats) approach. The preparation of an 

S.W.O.T analysis of a community would benefit greatly from the input of health workers, 

health and community experts and key community informants. 

Finally, component three of the proposed data collection framework is the preparation of a 

community needs assessment. The community needs assessment is made up of the 

community analysis developed in Component two plus the views of the community: the 
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perceptions and views of the community stakeholders on the what, why and how of health 

issues, and priorities of the community.  

Therefore, in this study, the felt and expressed needs are collected from existing statistical 

data and a quantitative survey in two garment factories. A quantitative survey among 

internal migrant workers in the garment industry also provides the expressed needs and 

verifies the felt needs.  The normative of stakeholders is collected from interviews with 

occupational health officers in the local areas and The Garment Industry Health Centre. 

Comparative needs are obtained by systematically reviewing evaluation studies of 

workplace health promotion in low- and middle-income counties and reviewing good 

practices of workplace health promotion programs in the Asia-Pacific region.  

The combination of quantitative and qualitative methods is intended to be complementary 

and provide breadth and in-depth information concerning the health and safety issues and 

the needs for an integrated workplace health promotion program. The research approach 

was chosen on the perception that mixed methods provide the depth and flexibility needed 

to investigate the complex issues (Kiessling & Harvey, 2005). By examining the four 

elements of needs (normative, comparative, felt and express needs) and following the 

processes of defining issues, analysing factors and evaluating needs, the study can then  

develop strategies using the Ottawa Charter or other empowerment frameworks to 

address the health and safety concerns of internal migrant workers which would close the 

gap between research and policy (Chu, 2004). For this reason, field research utilizing a 

mix of qualitative and quantitative research methods was chosen for the conduct of this 

study. 

6.3.2. Research design 

The research employed a mixed-methods approach using a wide variety of data sources. 

The research began by reviewing the literature to examine the occupational health and 
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safety issues in the context of globalization and the social factors related to internal 

migrant health. The community profile and the internal analysis of the community are 

explored using secondary data analysis and stakeholder interviews. The community felt 

needs is examined by a grounded theory qualitative study. Finally, informed by the 

grounded theory study, key health and safety issues experienced by migrant workers is 

quantitatively verified using a population survey. The overall design of the study is 

presented in figure 6-3.  

 

Figure 6-3.  Research design 

Phase one: Literature review and examination of comparative needs 

In phase 1, the two first focus questions are answered by reviewing the literature. A 

review of the current status and trend of occupational health and safety issues in low- and 

middle- income countries and the characteristics and social factors of migrant workers in 

low- and middle- income countries and in Vietnam was conducted.  
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In addition, a systematic literature review of workplace health promotion interventions in 

low- and middle- income countries and a good practice review of national workplace 

health promotion programs in the Asia-Pacific region highlight the barriers and constraint 

of implementing a workplace health promotion in low- and middle- income countries and 

facilitating strategies for a successful workplace health promotion program. The two 

reviews provide the comparative needs for the community needs analysis and suggest 

potential solutions (the needs) for health and safety issues of migrant workers in Vietnam.  

Phase two: Exploration of community profiles (Exploration of the community expressed 

needs) and stakeholder interviews (Normative needs) 

In order to establish a community profile, observations of the investigator were combined 

with, the secondary data from the Garment industry health centre and two garment 

factories case studies.  

In addition, a S.W.O.T (strengths, weaknesses, opportunities and threats) analysis of the 

community was conducted in this phase using stakeholders analysis and interview.  In 

this phase, key organizations related to providing health and safety services for workers 

in the garment industry and internal migrant workers in the case studies were identified 

including representatives of the workers, employers, researchers and occupational health 

and safety management system. The key stakeholder informants were interviewed about 

the current strategies and the strengths, weaknesses, opportunities and threats of 

providing health and safety services for workers in the garment industry and internal 

migrant workers. 

Phase three: Grounded theory qualitative study (Examine community felt needs) 

This phase investigated the health and safety issues experienced by migrant workers in 

the two case studies. This qualitative investigation employed a grounded theory approach 
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(Charmaz, 2014) which took place from September to December 2016, using 

ethnographic observation, unstructured interviews and in-depth interview methods. In the 

grounded theory qualitative approach, the investigator started with an “open mind” 

approach to the health and safety issues of migrant workers and allowed the data from 

observations and conversations to guild the development of the theory. As a result. the 

approach allowed the investigator to develop a theoretical explanation for the relationship 

between the factors of the living circumstances and working conditions and the internal 

migrant workers’ health, grounded in the work and life experiences of internal migrant 

workers (Charmaz, 2014).  

The investigator started the grounded theory investigation by participating in the work 

and life of migrant workers. The ethnographic observations were conducted in the two 

garment factories, where the investigator worked for one week each as a thread trimmer 

(because one-week period observation in the garment factories was the longest time that 

the authorities of the two factories allowed the investigator working in their factories). 

The investigator also visited in four different apartments for one week each where internal 

migrant workers lived. The investigator also engaged in conversations (small 

unstructured-interviews) with migrant workers during the two one-week period. The 

investigator recorded his comments, insights and thoughts as notes in a diary. The initial 

findings from the participant observation guided the selection of interviewees and the 

themes and questionnaire questions for the in-depth interviews with internal migrant 

workers. The interviewees were identified and recruited by the investigator during the 

participant observation periods. By arrangement between the participants and the 

investigator, the interviews, which lasted between one and two hours, took place in the 

workers’ accommodation or in coffee shops. 
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Phase four: Population survey (Examining expressed needs and verifying community felt 

needs) 

Initial results from the grounded theory investigation were used to identify key health and 

safety issues. In this phase, based on the identified health and safety issues, the study 

designed a quantitative survey among internal migrant population in Pho Noi, Hung Yen. 

This quantitative survey verified if those health and safety issues were applicable to a 

larger population. This phase verified the felt needs. In addition, the grounded theory 

investigation also generated hypotheses. This quantitative survey aimed to test those 

hypotheses in a larger internal migrant worker population (Creswell, 2017). In addition, 

the quantitative survey also provides the data for identifying the expressed needs of the 

internal migrants. 

Finally, the study combined the results from the four phases to identify key health and 

safety issues experienced by internal migrant workers in the garment industry in Vietnam 

and recommended needs to address those issues using a community needs analysis 

framework.  

 The study settings 

According to the national economic zone planning, Vietnam has four economic centre-

point areas (Vung kinh te trong diem) where most of the country’s economic activities are 

located  (World Bank & MPI, 2016). The majority of export-oriented manufacturing 

industries are concentrated in the Northern economic region and the Southern economic 

region (World Bank & MPI, 2016). Consequently, the two regions had the highest number 

of interprovincial migrants working in the industrial zones (Le et al., 2012). In the 

garment industry, more than 60 per cent of garment businesses are located in the southern 

part of the country, including the Mekong River Delta and provinces near Ho Chi Minh 

City (Bui, 2014). The Red River Delta, located in the northern part of Vietnam, is the 
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second most important geographical area, after the southeast region with 27 per cent of 

garment enterprises (Bui, 2014). Therefore, the community needs assessment in this study 

was conducted in two garment factories, one in the north at Hung Yen and the other in 

the south at Dong Nai (see Figure 6-4). 

 

Figure 6-4. Map of study sites. 

The northern case study is a garment factory located in Pho Noi B Textile and Garment 

Industry Park sited in a rapidly industrializing and urbanizing area 40km from Hanoi. 

(Doan, 2013). The southern case study in this study is located in one garment factory in 

the areas surrounding Long Binh Industrial Zone, Bien Hoa city, Dong Nai. Dong Nai is 

one of the localities that was developed as one of the first industrial zones in Vietnam 

(Vo, 2015). The two provinces have large internal migrant populations, and fast growing 

manufacturing sectors especially of the garment industry  (Le et al., 2012). Thus, the two 

provinces present an ideal location for investigating the effects of challenging and rapidly 
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changing social climates on the stress and well-being of internal migrant workers in the 

garment industry. 

 Data collection 

In order to answer the research questions, this study uses a wide range of data collection 

methods and data sources which are summarized in Figure 6-5.   Qualitative methods 

used in the study include the literature review (narrative, systematic and good practice 

review); participant observation; and unstructured, semi-structured and in-depth 

interviews. Quantitative data collection includes a questionnaire survey and secondary 

data collection.
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Figure 6-5. Research matrix
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6.5.1. Literature review 

A narrative literature review was conducted using electronic databases (Google Scholar, 

Science Direct and PubMed) and grey literature from international and local 

organizations concerning health and safety of workers and migrant health such as WHO, 

ILO, International Organization for Migration, World Bank, United Nations Population 

Fund, Vietnam Ministry of Health, Vietnam General Statistic Organization, and other 

related organizations. In addition, the review provided background information for the 

research.  

Furthermore, a good practice review was conducted in order to learn the lessons from 

successful national workplace health promotion programs in the Asia-Pacific region. 

Literature on 18 national workplace health promotion programs in the Asia-Pacific was 

reached and three national workplace health promotion programs were selected, namely 

workplace health promotion of Singapore, Shanghai and Taiwan, for review.  

Finally, a literature search was conducted using both electronic searching and hand 

searching method to find peer-reviewed and grey literature on interventions, aimed at 

promoting workers’ health up to November 2017. In the electronic searching, the review 

searched the online databases PubMed, The Cochrane Library, PsycINFO, EMBASE, 

and Web of Science. Regarding the hand searching, this review searched evaluations 

published on websites of regulatory agencies such as World Health Organization (WHO), 

International Labour Organization (ILO), and checked the reference lists of all included 

studies and relevant systematic reviews. Keywords were used in combination of three 

components which developed from three concepts: workplace, health promotion 

intervention, and low- and middle-income countries. Keywords were used in combination 
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of three components which developed from three concepts and related keywords and 

phrases presented in Table 6-1. 

Table 6.1. Search terms included in the systematic review 

Concepts Related keywords and phrases 

Workplace workplace, worksite, occupation, occupational, jobs, works, 

vocation, office, factory, enterprise, business, workshop, 

workroom, workstation, sweatshop, plant, organisation, 

industry 

Health promotion 

intervention 

health promotion, health education, health behaviour change, 

health promoting, health communication, healthy 

AND intervention, program, activity, strategy, prevention, 

initiative 

Low- and middle-

income countries 

low- and middle-income, low-income, middle-income, lower 

income, underdeveloped AND country, nation, population, 

economy, world. 

LMIC, LMICS, third world county 

and the list of LMIC drawn from the World Bank 2017 

 

We included studies evaluating the effectiveness and factor influencing the 

implementation of WHP intervention program in LMIC. An intervention for  WHP is 

defined as a planned program aiming to protect and promote workers’ health that 

“combines efforts of employers, employees, and society” (European Network Workplace 

Health Promotion, 1997, p. 1). Intervention evaluation research is defined as "the 

systematic application of social research procedures in assessing the conceptualization, 
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design, implementation, and effectiveness of social intervention programs" (Rossi & 

Freeman, 1993, p. 5). 

We only include studies conducted with workers in the formal sector and who are healthy 

adults. No limitation of the publication date was set. The review only includes original 

research papers and original reports which have full text in English. The review also only 

includes the studies conducted in LMIC, as classified by the World Bank (2017). This 

review excluded intervention for workers who had an underline health condition. Because 

the current authors were aware of the lack of evaluation studies in WHP in LMIC, all 

evaluation methods were considered.  
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Figure 6-6. PRISMA flow diagram of article selection.  
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•Duplicate (17) 
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•Not empirical evaluation 

or research (23) 

•Not in low- and middle- 

income countries (37) 

•Not in English (20) 

• People with pre-exiting 

condition (1) 

 

Full-text articles 

assessed for eligibility  

(n = 62) 

Full-text articles excluded, 

with reasons (n =   36) 

•No full text in English (2) 

•Not empirical research or 

evaluation (Reviews, 

policy forums and 

comments) (9)  

•Not HP intervention 

(Surveys, examine 

contextual factors, 

developing tools…) (11)  

•Not Workplace HP (6) 

•Not in low- and middle- 

income countries (Italy, 

Japan, Korea, Taiwan ...) 

(8)  

Studies included in data 

synthesis (n = 26) 

Records excluded  

(n = 1308) 

•Not about WHP (1436) 

•Not in low- and middle- 

income countries (239) 

•Not in English (33) 
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The paper selection process is documented in Figure 6-6 following the PRISMA 

(Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flow diagram. 

The selection of eligible studies included three stages. First, the initial screening of titles 

for the relevant research paper was carried out. In the second stage, the investigator 

conducted a comprehensive reviewing the abstracts of all the relevant studies in the 

systematic search to identify studies for inclusion. The review purposely selected broadly 

and inclusively so that the review was less likely to exclude studies that potentially fit the 

selection criteria. At the final stage, the full paper was retrieved and reviewed. The review 

included only references that did fulfil all of our inclusion criteria.  

We also accessed the methodological quality appraisal of the included studies. Due to the 

wide variety of study designs that were included in this review, the investigator assessed 

the quality of studies following guidelines. Regarding quantitative studies, this review 

used the Quality Assessment Tool for Quantitative Studies that was developed by 

Effective Public Health Practice Project (EPHPP) and was adjusted for use in systematic 

reviews of effectiveness by Deeks et al. (2003). For qualitative studies, the review 

employed the Evaluation Tool for Qualitative Studies  (Long & Godfrey, 2004). The 

review used both of the checklists to access studies that employed a mixed-method. 

Studies with very low rigour, which indicates very serious flaws in the study design, were 

excluded.  

Using a data extraction form, data were extracted from each study using a data-collection 

form that includes evaluation objectives; setting (intervention location and industry); 

study design (conceptual foundation of the study, evaluation method; target and control 

group; sampling; data-collection methods, outcome measure); the intervention (health 

promotion model, WHP activities, intervention period); effectiveness of intervention; 

influencing factors; and issues related to study limitation and funding. The reviewers 



140 

 

highlighted relevant contents in the full texts according to the form and then entered data 

into the form.  

The extracted data were analysed using thematic analysis which aimed to identified 

patterns and codes. The codes then were summarised, paraphrased and synthesized. A 

system of theme and subtheme describing the effectiveness and factor influencing the 

implementation of workplace health promotion intervention in low- and middle-income 

countries were generated and then reviewed and revised. The final step of data analysis 

was defining and naming the themes and subthemes. 

The finding of the good practice review and the literature review are presented in Chapter 

Five.  

6.5.2. Secondary data collection  

The expressed needs for workplace health intervention has been accessed in this study 

using the analysis of two sets of secondary data, including:  

• Environmental monitoring data sets which include the yearly environmental 

monitoring data from 2011 to 2016 of the two case study factories and the 

environmental monitoring data of the year 2014 of 73 garment factories (collected 

from the Garment Industry Health Centre) 

• Workers’ health monitoring data: the health monitoring results of all the workers 

in the two case study factories from the years 2011 to 2016 and health monitoring 

reports, sick leave and injury reports of 17 companies in the year 2014 (collected 

from the Garment Industry Health Centre) 

Annual health and safety plans of the two case study factories and the annual report of 

the Garment Industry Health Centre were also collected. In addition, data regarding 
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demographic details of workers, the health and safety service strategies and coverage, and 

health profiles of internal migrant workers have been collected to build the profile of the 

study setting. 

6.5.3. Key informant interviews 

Stakeholder analysis and informants selection 

The stakeholder identification process provided suitable informants for the research and 

involved them in the research process. Stakeholders are “people, groups, or institutions 

which are likely to be affected by a proposed intervention (either negatively or positively), 

or those which can affect the outcome of the intervention” (Rietbergen-McCracken & 

Narayan-Parker, 1998, p. 66). The first step of stakeholder analysis is listing all the 

institutions and individuals that could potentially have an effect (negatively or positively) 

on the health and safety of migrant workers in the garment industry in Vietnam (Chu & 

Dwirahmadi, 2015). Participants in the stakeholder identification then answered the 

following questions in order to identify the key stakeholders. 

• Who are the people/groups/institutions that are interested in the health and safety 

of migrant workers in the garment industry in Vietnam? What is their role 

(regulator, direct management, indirect management, researchers, etc.)? 

• Who are the potential beneficiaries? Who might be adversely impacted? Who has 

constraints about the health and safety of migrant workers in the garment 

industry? 

• Who may impact the health and safety of migrant workers in the garment 

industry? Who has the power to influence? 

Key stakeholders were grouped into three groups: 
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1. Primary stakeholders such as direct beneficiaries and direct concerned person 

(workers, migrants, trade union…) 

2. Secondary stakeholders, i.e. intermediaries in the process of delivering aid to 

primary stakeholders (e.g. professionals, advisers, practitioners, consultants, 

experts, government, NGO and private sector organisations etc.) 

3. External stakeholders such as decision and policy makers (district level bodies, 

governmental bodies, etc.)  

The investigation into the perspective of internal migrant workers in the garment industry 

was conducted in the next phase using grounded theory methods. The key stakeholders 

that included in the investigation of this phase are presented in Figure 6-7.  

 

Figure 6-7: Stakeholder analysis 

The next step was analysing the identified stakeholders. Firstly, the degree of importance 

of the stakeholders was analysed, i.e., the degree to which somebody is concerned about 

the health and safety of migrant workers. Secondly, the influence of a stakeholder and the 

ability of the stakeholder to affect the implementation of a health and safety intervention 

was also identified.  

Based on the stakeholder analysis, the informants were identified and selected to be 

respondents who could provide the required information for the research (Chu & 
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Dwirahmadi, 2015; Neuman, 2011). The purposive selection was supplemented by 

snowball sampling. This technique allowed the researcher to find further respondents 

based on the interconnected network identified from the previous interview. A total of 17 

informants were identified and interviewed. Again, workers, as one of the key 

stakeholders, were the subjects of the next phase of the study. The number of participants 

of groups of stakeholders is presented in Table 6-2. 

Table 6.2. Stakeholder interview 

# Stakeholder 
Number of 

participants 

1 
Companies' managers and health and safety 

officers 
3 

2 The Union of Worker officers 2 

3 Local authorities' officers 3 

4 
Provincial occupational health and safety 

officers 
2 

5 
National government officials (MOH, 

MOLISA) 
3 

6 

Experts and researchers from universities 

and research institutes and Garment 

industry health centre 

4 

Total 17 

 

Stakeholder interview  

The identified informants were officially contacted via email, which introduced the 

research objectives and the ethical clearance for the study. The informants were then 

followed up by phone in order to set up the time and place of interviews. Prior to the 

interviews, informants signed the informed consent forms. The informant interviews took 

around 45 minutes.  
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Figure 6-8. Community S.W.O.T analysis framework 

Source: Adapted from Chu and Dwirahmadi (2015). 

Informants were asked to analyse the weaknesses, strengths, opportunities and threats of 

workplace health and safety programs for internal migrant workers in the garment 

industry in Vietnam focusing on the integrative workplace health promotion intervention 

based on the community S.W.O.T analysis framework presented in Figure 6-8 (See the 

instructions for key informant interview in Appendix 8). With the informed consent 

obtained from the interviewees, the interviews were recorded on an audio-recorder.  

6.5.4. Participant observation and in-depth interviews 

Constructivist grounded theory  

Grounded theory is a systematic method of qualitative research that aims to develop a 

new theory to explain phenomenon through methodical gathering and analysis of data 
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(Braun & Clarke, 2013; Charmaz, 2014). Grounded theory is an inductive and systematic 

research method used to analyse data which highlights social processes within 

reoccurring data patterns (Creswell, 2017). This approach aims to develop a substantive 

theory that explains an inherent process within a particular social context through the 

experiences of the people operating within it (Creswell, 2017).  

A constructivist grounded theory approach was identified as appropriate to develop 

insight into the health and safety issues experienced by internal migrant workers in the 

garment industry in Vietnam and the core meaning of the experience of the internal 

migrant workers both in their workplace and in their living circumstances. Firstly, the 

strength of grounded theory is the ability to provide insight into how meaning is navigated 

and coalesced within social settings, and how people situate themselves within their social 

worlds (Charmaz, 2006). In addition, given that few studies have comprehensively 

investigated the health and safety issues among internal migrant workers, the grounded 

theory allows the study to build an understanding about the issues experienced by migrant 

workers based (grounded) on the data collected (Charmaz, 2014). 

The data collection for the grounded theory study lasted three months, starting with 

gaining entrance into the community by introducing himself to the community members 

and doing secondary data collection and stakeholder interviews in two garment factories 

in Pho Noi, Hung Yen and in Dong Nai. This was followed by one week of participant 

observation in a factory and the internal migrant workers’ living places. Here the 

investigator gained a deeper understanding of the experiences of internal migrant 

workers. In the participant observation process, the investigator also talked with workers 

using unstructured questions, and asking them about their work and life and more 

specifically about the health and safety issues that they experienced. The initial findings 

from the participant observations guided the selection of interviewees and questions for 
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the later in-depth interviews (Charmaz, 2014). The interview process was conducted until 

the study reached its theoretical saturation point at which time the investigator could no 

longer find any new concepts that could be used for the study (Charmaz, 2014). 

Participant observation and semi-structured in-depth interviews was conducted in the two 

garment factories in Pho Noi, Hung Yen in October 2016 and in Dong Nai in November 

2016 

Participant observation and unstructured interview 

Participant observation is a process of gathering qualitative data, which is widely used 

methodologically in grounded theory studies. The tasks required by the researcher in the 

field are to pay attention, watch, listen and to use all the senses carefully and to make 

careful and complete notes about the observations (Neuman, 2011, 2014). Figure 6-9 

shows the investigator working at his station during the participant observation period. 

 

Figure 6-9. Participant observation – the investigator working at his task  

After gaining entrance to the communities, the investigator asked the factory human 

resource manager for permission to work as a thread trimmer in one of the production 

lines for one week. The investigator had begun working and living with the internal 

migrant workers to conduct ethnographic observations in the garment factories. The 

investigator also engaged in small unstructured-interviews with internal migrant workers 
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during the observations. The observations of four apartments where migrant workers 

lived were taken in the following week. Because the participants in this study were either 

female or living with their spouse or friend in a very small room, it was not possible for 

the investigator to stay with them for observation. However, internal migrant workers 

were very happy to ask the investigators to come to their houses or rooms to visit them 

and in many cases, the investigator enjoyed their hospitality (most of the cases are family 

meals and follow by teas and chats). The researcher was also invited to attend some social 

events organised by internal migrant workers which included weekend parties, one 

birthday party and karaoke parties. The researcher had gained substantial knowledge and 

insight into migrant workers life via conversation in these social events. After this period 

of participant observation, the investigators were able to better empathize with their 

workload and cope with unrealistic expectations among migrant workers. The 

investigators experienced the feeling of tired, dirty and lonely, and in some cases the 

angry and confrontational of the working and living condition of migrant workers.  

During the observations, the investigator took some short breaks to take notes of the 

observations. The investigator also wrote up longer notes of his observation daily, often 

in the lunch break and after dinner. When possible and with permission from workers, the 

investigator took pictures and recorded short videos. 

In-depth interview 

Research subjects were internal migrant workers who migrated from another province to 

work in a garment factory as a process worker (cutting, making and trimming processes 

and not in administrative positions), for more than six months but less than ten years. The 

interviewees were identified and recruited by the investigator in the observation process.  

A total of 21 migrant workers were interviewed in depth in the qualitative study, including 
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6 males and 15 females. At the time of this study, twelve of them were staying and 

working in the garment factory in Hung Yen and nine were in Dong Nai. The average age 

of participants in the qualitative study is 30 years, range from 20 to 43 years of age. 

Among them, twelve were married and eleven of them had one or two children. Seven of 

the participants had to leave their children at their home town with their relative. Only 

four participants lived in houses that they bought or belonged to their parents. Others 

lived with their friends or family member in rented accommodation near their factories.  

They had migrated for from 6 months to 9 years, mostly from places more than 100 

kilometres away. Some of them had been to several provinces before settled in the current 

location, some others were considering moving to another province for better jobs 

(Details of interviewees is reported in Appendix 3). 

The information and initial theory developed from observations and unstructured 

interviews guided the selection of interviewees and the themes and questions for the in-

depth interviews with migrant workers (Charmaz, 2014). The interview questions were 

elaborated around the topics which is presented in Table 6-3. 

Table 6.3. Domains and topics for the in-depth interview 

Domain Topics 

Migration process and family circumstances 

Living circumstances 

and social condition 

The living condition, sanitation condition, security at 

the living place  

Family connection and social connections, loneliness 

and isolation 

Health and social services at the living place 

The relationship of living circumstance to health 

Working condition Working position, working time, wages 
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Physical working condition and related occupational 

health problems at workplace 

Psychological working condition, relationship with 

peer workers, supervisor and company managers 

Labour law compliance at the workplace  

Financial situation and prospects of the family, plan for the future, their wishes 

for the future.  

The interview questions were also reviewed and revised daily based on the initial analysis 

of previous interviews in order to investigate in more detail the concepts which were 

discovered or looking for new concepts and links (See one version of indepth interview 

in Appendix 8). The relationships of concepts were also tested and refined during the 

process of developing new questions and selecting interviewees.  

By arrangement between the participants and the investigator, the interviews, which 

lasted between one and two hours, took place in the worker’s accommodation or in coffee 

shops. The researcher conducted all the interviews. All the interviews were recorded by 

an audio-recorder with the informed consent of workers. The investigator also took notes 

after the interviews of the circumstances, the key findings and his impressions of the 

interviews.  

6.5.5. Questionnaire survey 

The survey was conducted in June 2017 in four communities surrounding the Pho Noi B 

industrial parks in Pho Noi area, Hung Yen.  

Survey instrument 

Using results from analysing the data collected from the qualitative methods and literature 

review, the investigator developed instruments that gave quantitative measures of health 



150 

 

and safety issues among internal migrant workers, using validated Vietnamese language 

questionnaires. The questionnaire has four main parts: 

Part 1- Demographic information: The first part of the questionnaire concerns the 

general demographic information, including age, gender, marital status, number of 

children, ethnicity, duration of migration and education level.  

Part 2- Working conditions: The second part focuses on the working conditions 

of internal migrant workers which were adapted from the questionnaire on work 

conditions (Minh, 2014; Nguyen et al., 2015b). The respondents were asked about the 

average working hours per week in the last four weeks, average monthly income in the 

last four months, and satisfaction with income. In addition, the respondents were asked 

to report their exposure to 12 occupational hazards at the workplace and rate how the 

worker felt about the exposure, using a three-scale question (Very uncomfortable, 

Uncomfortable, and Comfortable). Also, workers’ job strain was measured by a validated 

Vietnamese version of the Karasek Job Content Questionnaire (Hoang et al., 2013a). 

Part 3- Turnover intention and absenteeism: In the third part, the worker’s 

turnover intention was identified using a single self-reported question on the likelihood 

of leaving the factory in the next 12 months. This question had been used in a previous 

study among migrant nurses (Sloane et al., 2010). In addition, the participants were asked 

about their job searching behaviour. The questionnaire also asked about their 

absenteeism, including questions about the number of days absent in the last three months. 

This part was adapted from a questionnaire of absenteeism from another study referred to 

in the literature (Minh, 2014) 

Part 4- the Living circumstance of migrant workers: The migrants’ living 

conditions, lifestyles and social activities were established using questions which were 
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adapted from a previous study among workers in industrial zones in Vietnam (Nguyen et 

al., 2015b). The participants were asked about their housing conditions, housing 

ownership, sanitation conditions, and migration intentions. In addition, a social 

connectedness score was assessed using six five-point items from Hawthorne (2006)  

which were translated and validated in a similar group of people in Vietnam (Nguyen et 

al., 2015c).  

The questionnaire had been pilot-tested with ten internal migrant workers in a garment 

factory in Dong Anh, Hanoi. The pilot-test had been divided into two rounds. In the first 

round, six migrant workers had answered the first-draft questionnaire and participated in 

semi-structured interviews to review all the questions in the questionnaire and give 

feedback. Their feedback focussed on how the questions were comprehended, their 

cultural appropriateness, their language appropriateness, and the presentation of the 

questionnaire and questionnaire administration procedure. After completing the revision 

of the questionnaire based on the results of the first round, the questionnaire was tested 

with a further four other internal migrants in the second round using the same process. 

The final questionnaire was moderated with local occupational health and safety 

researchers, experts and research supervisors (See the English and Vietnamese versions 

of the qualitative survey questionaire in Appendix 9).  

Survey population  

Research subjects were internal migrant workers who migrated from another province to 

work in a garment factory as a process worker (cutting, making and trimming processes 

and not in administrative positions), for more than six months but less than ten years. 
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The sampling population was internal migrant workers working in garment factories in 

Pho Noi B garment industrial park in Hung Yen who lived in four communes surounding 

the Pho Noi B industrial park.  

Sample size and sampling 

The minimum sample size for the quantitative survey was projected for estimating a 

proportion with an absolute precision. The following equation was used. 

                   p x (1-p) 

n= Z2   ----------------- 

                     d2 

The following parameters were considered for calculating the sample size: confidence 

interval of 95% (Z= 1.96), anticipated prevalence of exposure to workplace hazards (for 

example exposure to fast working pace (Bui, 2017)) among workers as 65% (p=0.65), 

and the absolute precision of 6.5% (d=0.065). The sampling design effect of 1.5 was also 

considered due to the use of mapping sampling method. The minimum sample needed for 

the survey was rounded to 310 internal migrant workers.  

Because a sampling frame for internal migrant workers, who are mostly unregistered and 

very mobile, is not available, this study applied a social mapping sampling strategy to 

generate an optimal number of internal migrant garment workers who could be recruited 

(Cramb, 2001; Nguyen et al., 2015c). Trained research assistants scanned households or 

apartments to search for sites where potential participants lived. A list of sites (441 houses 

and apartment buildings across 4 communes) was generated and a total number of 

possible participants was estimated and mapped.  

Following the mapping process, research assistants travelled to each of the mapped sites 

to identify potential participants. Potential participants were judged against selection 

criteria. Eligible participants were introduced to the objectives and key contents of the 
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research, and then research assistants recruited respondents who provided informed 

consent to complete the questionnaire. The refusal rate was 7.9% (28 cases) of a total of 

356 eligible workers. This meant that 328 workers participated in the questionnaire. 

Questionnaire administration  

The sampling and questionnaire administration process was implemented by eight trained 

research assistants. All research assistants were public health officers working in the local 

community health centres. The research assistants have experience in providing health 

services in their community, and have a substantial understanding of the migrant 

population in the areas. Their position in the local commune health centre has also 

contributed to building trust with the participants of the study. In addition, by using health 

staff in the health sector as administrators, they would convince the participants that the 

primary concern of the study was the health and safety of the workers. All eight research 

assistants had attended a one-day training course which focused on the sampling process, 

survey questionnaire administration process, survey quality control and ethical clearance 

of the survey. 

The questionnaire was a self-administrated questionnaire. The research assistants 

provided the questionnaire to the participant who consented to answer the question and 

then waited for the completed questionnaire to be returned to them. The research 

assistants then checked the completeness of the questionnaire with the participants. 

Because the adult literacy rate of Vietnam is 97.3 per cent, the literacy of participants in 

this research was not an issue (World Bank & MPI, 2016).  
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 Data management and analysis 

6.6.1. Data management 

Qualitative data from the in-depth and semi-structured interviews were recorded using a 

voice recorder and were transcribed in Microsoft Word document files. The participant 

observation data for working and living condition were recorded in notes, videos or 

picture documents with approval from the participants. All the electronic data was then 

entered into a qualitative electronic database using NVivo version 114. 

Data from the questionnaire survey was entered into an electronic database, Epidata 

version 3.15. The survey data was then transferred to Stata Software database which was 

then used for data analysis. The secondary data was converted to Microsoft Excel and 

were managed and analysed using Microsoft Excel.  

The researcher handled all data with care and preserved confidentiality by allowing no 

one except the researcher to have access to the raw data and notes. All the data was de-

identified by the researchers before entering into the database. All the electronic databases 

were stored in the researcher’s personal computer and were backed up by the Griffith 

University research data storage services. No version of the database was uploaded or 

stored in cloud-based services or email in order to avoid leaking of the data. The hardcopy 

of data obtained from the study are stored in a locked filing cupboard and remain there 

for the requisite five years.   

                                                 

4 NVivo qualitative data analysis Software; QSR International Pty Ltd. Version 11 
5 Christiansen TB and Lauritsen JM. (Ed.) EpiData - Comprehensive Data Management and Basic 

Statistical Analysis System. Odense Denmark, EpiData Association, 2010-. Http://www.epidata.dk 
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6.6.2. Data analysis 

The study employed three strategies to analyse data collected from the field. For 

qualitative data, the investigator used thematic analysis and grounded theory analysis. For 

quantitative data from the community survey and secondary data, the investigator 

employed uni-variable, bi-variable and multivariable statistic tests.  

6.6.2.1. Thematic analysis  

The data collected through the qualitative data gathering techniques is in the form of text, 

written words, and phrases, so the data analysis can be systematic and logically rigorous. 

The goals of qualitative data analysis are to bring structure and order to a mass of data, to 

help with easy access to and retrieval of specific data, and to find patterns and meanings 

within the data. In this study, thematic analysis was carried out on the qualitative data 

collected from the key informant interviews. Thematic analysis is a method for 

identifying, analysing and reporting patterns (themes) within data which can also explain 

different aspects of a research topic (Braun & Clarke, 2013) 

There are three key steps in the process of thematic analysis: namely familiarization and 

data coding; identifying patterns across data; and analysing and interpreting patterns 

across data. Braun and Clarke have also expanded the three steps into seven phases of 

thematic analysis as transcription; reading and familiarization; taking note of items of 

potential interest; coding – complete across entire dataset; searching for themes; 

reviewing themes (producing a map of provisional themes and subthemes, and the 

relationships between them); defining and naming themes; and finally writing – finalizing 

analysis (Braun & Clarke, 2006, p. 87; 2013). The researcher carried out all the steps 

required to complete a comprehensive analysis of the data. 
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6.6.2.2. Grounded theory analysis 

The grounded theory analysis was carried out on transcriptions of interview audiotapes 

and notes taken in observations using qualitative data analysis 

computer software package NVivo 11. The grounded theory analysis included three 

procedures, namely open coding, categorizing, and focused and selective coding 

(Charmaz, 2014; Corbin et al., 2008). The grounded theory data analysis data was 

conducted simultaneously with the observation and interviewing process. The three 

processes were conducted circularly, with new data added from the data collection 

process, and in turn the results from analysis informed the data collection process. In 

addition, notes of data collection and analysis were kept and analysed. 

Open coding: The investigator read and re-read the interview transcripts several times to 

become familiar with the content, and then interpreted them. The analysis began with a 

search for patterns: the constellation of words or statements that communicated the same 

central meaning through their content (Corbin et al., 2008). The investigator coded line 

by line developing categories of information and thereby aimed to give meaning to the 

information in the data. By categorizing the information in the data, the open coding 

grouped together all the data that related to the same phenomenon.  

Categorizing and axial coding: In categorizing and axial coding, the initial list of open 

coding was revised, combined and grouped into categories and sub-categories. The 

investigator reread the data and identified the relationships among the codes and then 

ascertained the connections between them. This process generated an initial code system 

where theory could be generated and test.  

Focused and selective coding: Categorizing and axial coding was followed by focused 

and selective coding which generated more abstract levels of meanings, links and patterns 



157 

 

of the codes. Based on the code system, the investigator focused on a selective number of 

codes to build a story that connects the categories thereby producing a discursive set of 

theoretical propositions.  The relationships also emerged from the process of refining the 

codes and the categories and discussion among the study investigator and the supervision 

team. All quotations used in the findings are anonymised to protect the worker’s 

identities.  

In addition, a system of running notes of each of the concepts that were being identified 

was kept in all of the data collection and analysis processes. The field notes and analysis 

notes, thoughts about code relationships and connections, and initial theories were 

recorded and shared within the research group and contributed to the generation of 

theories.  

 

Figure 6-10. An integrated analysis of health determinants 

Source: Modified from WPRO (1999) 

After analysis, a substantive theory model was developed. A substantive theory formed 

from the data including a process of life and work adaptation, from factors affecting work 

choice among migrant labourers, from difficulties and stressors they faced during work 
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performance and urban life, and from strategies they used to cope. Theories are developed 

based on the model used to analyse health determinants presented in figure 6-10. The 

final theories are presented in Chapters 8 and 9. 

6.6.2.3. Quantitative data analysis 

The quantitative data from the survey was analysed using Stata Software version 146. The 

quantitative analysis started with a descriptive analysis (such as frequencies, percentage, 

mean, and standard deviation) to present demographic information and health and safety 

issues among migrant workers. The social connectedness score and job demand and 

control score were also calculated. Based on the scores, variables about the level of social 

connectedness and job demand and control were generated. The findings from the 

descriptive analysis that were expressed by migrant workers are integrated with the 

findings from the grounded theory study in Chapters 8 and 9.  

In order to test the hypothesis generated from the grounded theory study, bivariate 

analyses and multivariable analysis were conducted.  Invariable analyses using the Chi-

square test and the Pearson correlation coefficients were used to find the possible 

relationship between the independent variables (i.e. health and safety issues inside and 

outside the workplace like working hours, income satisfaction or house ownership) and 

the dependent variables (i.e. verbal abuse, weekly physical activity, turnover intention 

and absenteeism). Fisher's exact test is used in the analysis of contingency tables which 

contained one or more cell/cells with the expected value less than 5. The variables which 

showed statistically significant association (with a confidence level of 90%) and the 

                                                 

6 StataCorp. 2015. Stata Statistical Software: Release 14 StataCorp. 2015. Stata Statistical Software: 

Release 14 
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important factors according to the literature reviews were entered into the multiple 

logistic regression model using a backward stepwise approach. 

The backward stepwise logistic regression was used in order to find factors that had 

statically significant relationships with turnover intention and absenteeism.  The model 

started with all the variables that were selected in the previous step. After running the 

model, the investigator removed the variable with the largest p-value. The new model 

then was run and the variable that had the largest p-value in the new model was removed. 

The process continued until all the remaining variables had a p-value lower than 0.1. 

The final models of logistic regression are presented separately in Chapter 10 in order to 

discuss the impact of the health and safety issues on turnover intention and absenteeism.   

 Research Rigour 

The research rigour relates to the truthfulness and dependability or consistency of the 

research, and thus were carefully addressed by the following methods.  

6.7.1. Triangulation 

The study ensures the truthfulness and dependability of the research findings by 

triangulation which was achieved by obtaining data from different research methods and 

data sources. The triangulation method prevents biases and weaknesses inherent in one 

approach by including at least two other sources of data and methods. The study employed 

two types of triangulation, methodological triangulation and data source triangulation.  

Firstly, the study achieved data triangulation by collecting multiple sources of data in 

answering the research question by employing the community needs analysis framework.  

The methodological triangulation strategy of the study is the employment of a mixed-

method study design combining qualitative and quantitative research methods, which 



160 

 

allows the study to investigate a wide variety of health and safety issues at the same time 

with a selected number of issues to be quantitatively measured. The mixed-method also 

allows the relationships to be statistically tested. The combination of quantitative and 

qualitative methodologies results in a better interpretation of the data.  

6.7.2. Quality control of qualitative research 

In order to guarantee the quality of the qualitative study, the study had employed a number 

of strategies, including thick description, prolonged engagement, transparency in data 

management and analysis, and peer review.  

Thick description 

By using a combination of data connection methods (participant observation, 

unstructured interview, and in-depth interview) the study has gathered and reported thick 

data about internal migrants’ life and work experiences as well as the contexts of that 

experience. The information obtained includes detail; context; thoughts; feelings; webs 

of relationships; and meanings that are both spoken out loud and those that are 

communicated by a gesture, silence, and suggestion. The study also provided relevant 

contextual information for findings by describing in detail the setting of the study, 

information about participants, and the interview questions asked. A thick description 

ensures the study reflects the work and life experiences of internal migrant workers more 

completely and accurately. 

Prolonged engagement 

Another strategy that the investigator employed to ensure an in-depth understanding of 

internal migrant workers’ experiences was to spend an extended time with them and 

engage with them deeply. As described in the research process, the investigator devoted 

adequate time participating in various work and life activities, observing various aspects 
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of their setting, talking with a range of internal migrant workers, and developing 

relationships and bonds with internal migrants in their community. The investigator 

considered himself as a research instrument, integrating into the life of migrant workers, 

working and living in the same circumstance in order to experience the issues of a migrant 

garment worker. The investigator could appreciate the quality of a long engagement in 

order to gain the trust of the communities until the respondents feel comfortable 

disclosing information. The investigator remained long enough to be able to distinguish 

between his own preconceptions and findings, while appreciating the context and 

meaning of the migrants’ experience. 

Qualitative data management and analysis 

In most of the cases, the qualitative data was collected using an audio recorder and camera 

which provides dependable data. The investigator and research assistants transcribed the 

audio recordings. When note-taking was needed, the investigator did it as soon as he 

could. All the extensive notes were entered into an electronic database. The pictures and 

videos were attached with relevant contextual information.  

In addition, a number of strategies were implemented to maintain the trustworthiness of 

the data analysis process. The investigator listened to all the tapes and reviewed the 

materials to check the accuracy of the transcriptions. The codebook, which defines the 

codes, was checked and reviewed by the supervisors. The differences in code 

interpretation and classification were resolved by discussing and evaluating the codes 

within the investigator and supervisors.  

Peer review  

The investigator maintained a reflective journal for the qualitative data collection and 

analysis process. The investigator also reported all the data collection activities, initial 



162 

 

findings and plan to the supervisors of this PhD thesis in order to get feedback. In the 

analysis process, the investigator presented the identified categories, subcategories, and 

themes to a group of researchers and PhD candidates for peer review and gained feedback 

from them. Results from the data collection and analysis were checked with the sources 

and compared with the literature to ensure the rigour of the study. In addition, findings of 

the study were presented at the 2017 Griffith Health HDR Research Day in Gold Coast, 

Queensland, Australia and the Fifth International Conference on Occupational and 

Environmental Health (ICOEH5) in Hanoi, Vietnam, where many researchers and 

stakeholders had provided valuable feedbacks after the presentation. The findings of the 

research as also adapted and submitted to peer-reviewed research journal for publication.  

6.7.3. Quality control of quantitative survey 

As described in the previous section, in developing tools for the data collection, 

questionnaires that had been used in other studies of similar or allied areas were used. In 

addition, expert opinion was also obtained in developing the research tools and the 

questionnaire was piloted before the survey. In conducting the quantitative survey, trained 

assistants were employed in order to ensure the quality of the collected data. Clear data 

collection and management protocols were also developed and applied.  

The quality control process of the questionnaire administration process was conducted by 

the investigator. After the training, the investigator set up a survey schedule for all the 

research assistants and set the schedule to follow each of them for “on-the-job” training 

and monitoring of the first interview of each assistant. The surveyed questionnaires were 

collected every week and 20% of the questionnaires of each research assistant were 

reinterviewed for quality control purposes by the investigator for key questions in the 

questionnaire. 
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 Research ethics 

Prior to implementation, ethical approval for this research study was obtained from the 

Human Research Ethics Committee of Griffith University with the GU ref no: 2016/681 

(For further detail see the ethical approval documents in Appendix 7). Additionally, the 

researcher had granted administrative approval from the Vietnam Health Environment 

Management Agency, and the Vietnam Ministry of Health and took into consideration all 

the ethical research aspects related to the Vietnamese situation. The studies have been 

conducted in accordance with good research practice, which means that the fundamental 

principles of ethical research issues such as informed consent and confidentiality had been 

taken into account. Trained research staff had explained the study objectives to the 

participants, and standard consent forms for participation were required from all the 

respondents prior to any process involving collecting data from the participants.  

Participation in the study was voluntary and the participants could withdraw from 

participation at any time (28 eligible participants in the quantitative study refused to take 

part in the questionnaire survey). Moreover, withdrawing from the study did not restrict 

them from seeking health services from the existing government or non-government 

organizations.  

No invasive procedures were performed in this research. Therefore, no physical harm was 

associated with participation in the study. All the study instruments were developed in 

Vietnamese and pilot-tested among similar groups of workers to ensure that the language 

was culturally and personally appropriate. Finally, the study data was only accessible to 

the investigator and respondent identification information was removed from all the 

analyses of the data. 
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 Conclusion 

This chapter has presented the research problems, the research questions and the 

conceptual framework of the study. Details of methods to collect, manage and analyse 

data were also described in this chapter. Finally, the considerations of issues related to 

research rigour and ethics were discussed.  

The study applied a Comprehensive Community Needs Assessment framework using a 

mixed qualitative and quantitative approach. The data collection and analysis was in four 

phases. In the first phase, a number of literature reviews, including narrative reviews, 

systematic reviews and a good practice review, were conducted to inform the background 

information to the health and safety issues of migrant workers and the barriers and 

constraints of workplace health and safety strategies in low- and middle- income 

countries. In the second phase, a stakeholder analysis and stakeholder interviews were 

combined with secondary data collection in order to explore community profiles and 

analyse the strengths, weaknesses, opportunities and threats of workplace health 

strategies. In the third phase, a grounded theory study employing participant observation, 

unstructured interviews and in-depth interviews were used to explore the health and safety 

issues experienced by migrant workers. Finally, in phase four, a questionnaire survey was 

conducted to provide quantitative measures of the key issues.   

The next part of the thesis, comprising four chapters, will present and discuss the research 

findings. The next chapter, Chapter Seven, will present the community profile and the 

S.W.O.T analysis of a workplace health and safety intervention based on secondary data 

analysis and stakeholder interviews. 
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CHAPTER 7. COMMUNITY PROFILES AND THE S.W.O.T 

ANALYSIS 

“Migrant workers are not fully represented in policy-making process of 

workplace health policies… mostly because we do not fully understand the true 

needs of these workers… The voices of migrant workers should be more 

available…” (Policymaker, MOH, female) 

 Introduction 

Part I of this thesis has analysed the literature related to workplace occupational health, 

internal migration and health, the health of internal migrants in Vietnam and in the 

garment industry, and the integrative workplace health promotion. The research 

methodology of this research was also presented in Chapter 6 of Part I. This research 

employed a Comprehensive Community Needs Assessment framework to investigate the 

health and safety issues that migrant workers experienced in the workplace. Four types 

of needs were assessed: comparative needs, normative needs, expressed needs and felt 

needs. The findings regarding the comparative needs assessment for workplace health 

strategies in low- and middle-income countries has been presented in Chapter 5. 

Part II of the thesis will present the research finding of this research related to the health 

and safety issues experienced by migrant workers in the garment industry in Vietnam as 

well as any consequent implications and some recommendations.  

This chapter, the first chapter of Part II, provides the background to the garment industry 

in Vietnam, the case study factories and the findings from the S.W.O.T analysis of the 

health and safety services for migrant workers in the garment industry in Vietnam (Details 

of the sources of information and key themes in S.W.O.T analysis are presented in 

Appendix 10). The chapter begins by presenting an overview of the research setting and 
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the health and safety status of workers in the garment industry in Vietnam, as well as a 

demographic and social-economic profile of the research setting. The chapter then 

examines the strengths and the weaknesses of the current system in providing health and 

safety services for migrant workers in the garment industry. This chapter also discusses 

the threats and opportunities for health and safety service provision for migrant workers 

in the garment industry in Vietnam. Findings presented in this chapter are drawn from the 

analyses of secondary data and stakeholder interviews. 

 The profile of the study setting 

This section will provide the demographic and social-economic profile of the research 

setting, the health and safety services in the garment industry and the Vietnamese cultural 

attitudes towards internal migration and jobs in the garment industry.  

7.2.1. The garment industry in Vietnam 

The garment industry is one of the biggest industries in Vietnam, employing the highest 

number of workers in Vietnam. In 2015, the export value of textiles and garments 

in Vietnam increased by 9.43% with a total of USD 27.2 billion, of which USD 10.9 

billion was in exports to the United State of America   (Iram & Malik, 2017). The garment 

industry is thus a major driver for national socio-economic development and poverty 

reduction (Dinh, 2013; Fukunishi, 2012). Recently, the industry experienced a dramatic 

increase in both the number of registered enterprises and the number of registered workers 

(see Figure 7-1) (Fukunishi, 2012).  

Based on the reports from the Vietnam Ministry of Labour-Invalids and Social Affairs 

(MOLISA), in 2015, it is estimated that there was approximately 4200 apparel enterprises 

in Vietnam. There are many different ownership structures within the garment industry 

in Vietnam, including state-owned enterprises, private Vietnamese enterprises, and 
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foreign-owned enterprises with up to 100 per cent foreign capital, and joint ventures. A 

large number of state-owned firms is grouped under the Vietnam National Textile and 

Garment Group (Vinatex), a state-owned general corporation. Vinatex is the largest 

share-holding company in the sector (Iram & Malik, 2017). The main production method 

of garment factories in the industry is export-oriented method of CMT (Cut, Make, Trim), 

which account for 85% of the total number of enterprises. A large proportion of 

enterprises in the industry were small and middle enterprises which employed from 200 

to 500 workers. In 2015, the industry attracted more than 3.8 million workers, 80% of 

whom are female workers. 

All these workers support several million more people through remittances sent by the 

workers to their families back home (Bui, 2014; ILO, 2012). The garment industry 

accounts for more than ten per cent of national employment in the industrial sector (GSO, 

2018).  

 

Figure 7-1. Number of garment workers and suppliers in Vietnam, 2000-2009 

Source: Adapted from Fukunishi (2012) 
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Although the wages of workers almost doubled in the period 2002-2008, the average 

wages of workers in the garment industry is lower than in the other industries (see Table 

7.1) (Tran, 2012a).  

Table 7.1. Average annual wages in garment, manufacturing and all industry in 

Vietnam, 2002-2008 

 

Source: Adapted from Fukunishi (2012) 

A study has also noted that the Vietnamese state’s macroeconomic policy and inability to 

control inflation are partly responsible for the deteriorating living conditions of garment 

workers (Siu & Chan, 2014). Migrant workers are particularly affected by the increase in 

living costs because they have to spend more than their local counterparts on house rentals 

and other living costs (Nguyen et al., 2016). Siu and Chan (2014) have argued that many 

strikes in the manufacturing factories in the Vietnam industrial zones were a consequence 

of dissatisfaction with wages and social benefits. 

7.2.2. Health and safety status of workers in the garment industry in Vietnam 

from secondary data. 

The garment industry health centre is one of the main providers of health and safety 

services for garment factories in The Vietnam National Textile and Garment Group 

(Vinatex). However, the garment industry health centre can only provide health services 

to 52 garment factories and enterprises under the Vinatex umbrella. It does, however, also 
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monitor health and safety data from 112 factories in Vinatex. The center monitors a total 

of around 10.000 workers. Around 85% of the workers are female. Notably, among 52 

garment factories and enterprises, 45 of them have health clinics, with around 454 health 

staff.  

The health and safety services for other garment factories are provided by the 

provincial health and safety departments.  

Typical health and safety services provided for companies in Vietnam include:  

- Conducting annual environmental monitoring 

- Conducting annual health screening for workers 

- Providing updates for health and safety regulation and communication and 

education for health and safety issues  

- Checking occupational disease  

- Monitoring workers’ health and environment (collect and summary 

workers’ health and environment reports from enterprises). 

The secondary databases from the garment industry health care centre contain all 

the data on health and safety from its monitoring and other activities. The summary 

of the environmental monitoring reports from 73 companies, covering the work 

environment of 115.000 workers in 2014 is presented in Table 7-2.  

Table 7.2. Workplace environment monitoring from 73 companies in 2014  

Factors  # sample 
Exceeding standard 

n % 

Temperature 6599 89 1.3% 

Humidity 6599 0 0.0% 
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Wind speed 6599 56 0.8% 

Light 6599 249 3.8% 

Dust 3822 12 0.3% 

Noise 3919 85 2.2% 

Poisonous gas 1223 0 0.0% 

Total 35360 491 1.4% 

In total, 491 environmental monitoring samples exceeded the national standards, 

accounting for 1.4% of the total samples. The most common issues in the workplace were 

low level of light at work stations, which accounted for 3.8% of samples. In addition, 85 

noise measures exceeded the national standards. Other workplace issues included high 

temperature, wind speed, and dust.  

The secondary data also showed that, in 2014, there was a total of nearly 70,000 sick 

leave days among 65,000 workers. Furthermore, 37,000 workers out of a possible 65,000 

workers took more than 51,000 cases of sick leave.  

The secondary database reveals that very few workers were checked for occupational 

diseases in the garment industry. In total, only 1,800 workers were checked for 

occupational diseases, which included hearing loss due to noise, occupational chronic 

obstructive pulmonary disease, and byssinosis. Among them, 38 workers were suspected 

to have occupational diseases. Four among those cases were confirmed and compensated 

by the social insurance system. In addition, 233 cases of occupational injuries were 

reported. Among those cases, 40 workers had to leave for more than 3 days, and 16 

workers had to leave for more than 15 days. 

In addition, a report from the MOLISA has revealed that, in 2015, violation of health and 

safety laws and labour laws were common. More than 42% of garment factories did 

not develop an annual health and safety plan.  Violation of the regulation for 
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overtime working hours were detected in nearly 40% of enterprises. And violations 

of the regulations on leave were reported in 23.7% of garment factories.  

Overall, similar to the situation in other industries in Vietnam, the occupational 

health and safety system in the garment industry is only able to cover a small 

proportion of the industry due to the large number of small and middle enterprises. 

In addition, the service only covered basic services, focusing on the physical 

hazards at the workplace. There was no activity for ergonomic hazards and 

psychological hazards in the workplace. There was also no activity for migrant 

workers in the garment industry.  

7.2.3. Background information and social-economic profile of research settings 

As presented in Chapter 6, the study took place in two garment factories and the 

communities in Hung Yen and Dong Nai.  

The southern case study in this study is located in factory Y7, a garment factory in the 

Long Binh Industrial Zone, Bien Hoa city, Dong Nai and the migrant worker communities 

surrounding this industrial zone. The site is about 30 km away from Ho Chi Minh City, 

the economic centre of the Southern economic region. Dong Nai province, one of the first 

provinces that developed industrial zones, has become an industrial hub in Vietnam (Vo, 

2015). In 2015, Dong Nai had 31 industrial zones, providing employment for 

approximately 450,000 workers (Vo, 2015). By the end of 2014, 54% of workers working 

in the industrial zones in Dong Nai worked in the textile, garment and shoe manufacturing 

industries (Vo, 2015). Internal migrants accounted for more than 60% of workers working 

                                                 

7 Name of the garment factory in this study had been changed to protect the identities of those involved. 
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in the industrial zones in Dong Nai (Vo, 2015).  And 92% of workers in industrial zones 

in Dong Nai worked for foreign direct investment (FDI) companies (Vo, 2015).  

The garment factory Y in the case study in Dong Nai was one of four branches of a Korean 

international fashion corporation in Vietnam. The company produced caps and other 

types of fashion hats for the Korean fashion enterprise. To be made successfully these 

types of products required workers with more skills. Therefore, the average salary of 

workers in factory Y were higher than other garment factories. Workers in factory Y could 

earn from around 4.5 million VND (220 USD) to more than 8 million VND (400 VND) 

a month based on their work experiences and productivity. The typical product of the 

company is presented in Figure 7-2. 

 

Figure 7-2. Typical product of the garment factory in Dong Nai 

Around 1600 employees worked in factory Y, 1500 of them working in the production 

lines. 93.4% of these workers are female and 67.9% of the workers are interprovincial 

migrant workers. The majority of workers (96.4%) of this company belonged to the Kinh 

ethnic group.  
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The northern case study is in a garment factory M8, located in Pho Noi B Textile and 

Garment Industry Park sited in a rapidly industrializing and urbanizing area in Hung Yen, 

and the migrant communities around this industrial zone.  Pho Noi B Textile and Garment 

Industry Park is about 40km from Hanoi, the capital city of Vietnam and the economic 

centre of the Northern economic region of Vietnam (Doan, 2013). There are 31 garment 

enterprises from Vietnam, Japan, Korea, Hongkong, Taiwan, and China in the complex 

(Vinatex-id, 2017). The area around the park is a rapidly expanding new migrant 

destination. This industrial park is one of the few complexes in Vietnam to meet the 

environmental requirements of enterprises operating in the textile, garment and 

supporting industries (Doan, 2013; Vinatex-id, 2017).  

The garment factory M in the case study in Hung Yen, is a Vietnamese privately-owned 

company, and member of the Vietnam National Textile and Garment Group (Vinatex). 

The owner of the company has just rented out the company to a foreign enterprise. 

However, the same group of Vietnamese managers still operate most of the activities for 

the company. The company M produced ready-made garments for export in outsourcing 

contracts called “cut-make-and trim”. There were two types of outsourcing contracts. The 

customer provides their own design and raw materials. The company then “cut-make- and 

trim” based on the design and send it to the customer. In the second type, the customer 

provides the design only to the garment factory. The garment factory buys the necessary 

raw materials and produces the products, then sends it to the customer. Regardless of the 

type of contracts, the value add to the supply chain is low. Figure 7-3 presents the typical 

product of the company. 

                                                 

8 Name of the garment factory in this study had been changed to protect the identities of those involved. 



175 

 

 

Figure 7-3. Typical product of the garment factory in Hung Yen 

The company has around 500 workers and nearly 70% of the workers are female. 

Additionally, 53% of workers were interprovincial migrants. Typically, the monthly 

salary of workers in company M were from 3.5 million VND to 7 million VND (From 

around 170 to 350 USD), based on the productions and bonus of each workers. Some 

workers could earn up to 9 million VND because of their high working speed and their 

skills.  

Both company Y and company M developed health and safety plans every year. The 

company Y allocated around 500 million Vietnam Dong (around 21.500 USD, 

approximately 15 USD per worker) every year for providing health and safety services 

for workers. Company M allocated around 200 million Vietnam Dong a year (around 

8.500 USD, approximately 17 USD per worker) for its health and safety activities. 
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However, the activities in the health and safety plans were mostly to fulfil the requirement 

of the Vietnamese government health and safety law.  

The main health and safety activities in those plans were on providing basic health and 

safety services. Regarding activities in environmental and occupational risk reduction, 

both companies had implemented measures on occupational hygiene techniques to 

prevent and control harmful conditions, improve working conditions, protect the 

environment and prevent fire and explosion including upgrading and perfecting the 

factory to make it more open, resistant to heat, noise and harmful elements; repair, 

purchase equipment, parts, tools, aiming to cover, block, brake, close, open dangerous 

machines, equipment, parts, areas, risks of accidents and accidents labor. 

In addition, the two factories also provided annual health check-ups, environmental 

monitoring, and communication and practice on occupational health and safety 

prevention for their workers. Personal protective equipments such as anti-toxic glasses, 

rubber boots, gloves, safety helmets for boilers; dust masks, anti-toxic masks, noise-proof 

ear bags, electrician protective clothing was also provided. However, no activity had been 

planned that related to the health and safety needs of workers or risk assessment of the 

workplace. 

A summary of workplace environment monitoring reports (monitoring data from 2011 to 

2016) of the two companies is presented in Table 7-3. These yearly monitoring reports 

are mandatory according to the law (44/2016/NĐ-CP). These reports were produced by 

the provincial occupational health and safety centre with the cooperation of the garment 

factories. 
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Table 7.3. Summary of workplace environment monitoring in 2 factories in 6 years 

(2011-2016) 

Factors  # samples 
# exceeding standard 

n % 

Temperature 453 28 6.2% 

Humidity 456 0 0% 

Wind speed 452 0 0% 

Light 396 21 5.3% 

Respiratory dust 196 7 3.6% 

Total dust 243 9 3.7% 

Noise 253 38 15.0% 

Vibration 0 0   

Poisonous gas 46 0 0% 

Total 2495 103 4.1% 

 

Overall, 53 environmental measures exceeded the national standard which, accounted for 

4.1% of the total number of measurement samples. High temperature (>32oC), low level 

of light, dust, and noise (>85dBA) were measures that exceeded the national standards. 

The most notable hazard at the two garment factories was noise. The noise level readings 

ranged from 78- 98.9 dBA. Measures of noise level exceeding the national standard 

accounted for 15% of the total noise samples. Noise readings taken near vacuum pumps, 

blowers and ventilation fans were at dangerous levels for workers without ear protection 

(from 95-98 dBA). In addition, many readings of the noise level on the factory floor were 

around 82-84 dBA.  
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Table 7.4. Summary of workers’ annual health monitoring in 2 factories in 6 years 

(2011-2016) 

Group of diseases Number of cases 

% among 

who checked 

Dentomaxillofacial 2228 24% 

Dermatology 1523 16.4% 

Ear, nose and throat 1432 15.4% 

Eye 1331 14.3% 

Musculoskeletal joints 676 7.3% 

Nerve 479 5.1% 

Digestion 421 4.6% 

Endocrine 2745 3.0% 

Urology 202 2.2% 

Heart 127 1.3% 

More than 97% of workers in the two factories participated the annual health check for 

workers.  Among workers who participating health check, 24% had dentomaxillofacial 

health issues such as gingivitis, tooth decay, inflammation around the teeth, tooth loss; 

16.4% had dermatology problems such as allergies, folliculitis, old scars; 15.4% had ear, 

nose and throat issues such as chronic sore throat, granulomatous inflammation, chronic 

tonsillitis; and 14.3% had eye health proplem such as refractive error (nearsightedness, 

astigmatism, farsightedness) and corneal scar.  

Regarding workplace injuries in the two factories, in 6 years (2011 to 2016), there had 

been 136 cases of workplace injuries. In particular, the most common are sharp object 

injuries, accounting for nearly 50% of injury cases (65 injuries). Other injuries include 

falls, food poisoning, falling objects and heat stroke. All reported injuries were minor 

injuries, taking one day or less working day off for recovery.  
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The study also conducted a community survey among migrant workers working in 

garment factories in four communes surrounding Pho Noi B industrial zones. Table 7-5 

presents the demographic characteristic of the survey respondents. A total of 328 migrant 

workers, with an average age of 28.9 years, ranging from 18-48 years, responded to the 

survey questionnaires. Of those, 76 migrants (23.2 %) were male and 252 (76.8%) were 

female. Nearly 90% of migrant workers are Kinh, which is the largest ethnic group in 

Vietnam. A small proportion of migrants (36 workers, 11%) belonged to minority ethnic 

groups: 8 workers were Muong; 3 workers were Nung; 13 workers were Tay; and 12 were 

Thai. Of the total, 241 workers (73.5 %) were married and 232 (70.7%) had a child or 

children.  

Table 7.5. Socio-demographic characteristics of survey participants in four communes 

in Pho Noi, Hung Yen 

Socio-demographic 

characteristics  

n % 

Gender (n=328) 
  

Male 76 23.2% 

Female 252 76.8% 

Marital status (n=328) 
  

Single 87 26.5% 

Married 241 73.5% 

Ethnic origin (n=328) 
  

Kinh 292 89.0% 

Minorities 36 11.0% 

Having children (n=328) 
  

Yes 232 70.7% 

No 96 29.3% 

Education level (n=328) 
  

Primary school and lower 13 4.0% 

Secondary School 127 38.7% 
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High school 127 38.7% 

Vocational education 25 7.6% 

Tertiary education 36 11.0% 

Migration time (n=328) 
  

< 2 years 98 29.9% 

2-5 years 112 34.1% 

> 5 years 118 36.0% 

Distance from a place of origin (n=328) 

50-100 km 145 44.2% 

100-300 km 144 43.9% 

>300 km 39 11.9% 

Age (year, range) 28.9 (18-48) 

Less than one-fifth of the migrant workers (18.6%) had vocational or tertiary education. 

Of the others, 38.7% had a high school education and another 38.7% had secondary 

education while 4% had primary education or lower.  Two thirds of migrant workers 

(64%) migrated to their current location within the last 5 years (from the date of the 

interview, June 2017). Around 45% of workers migrated from nearby provinces, which 

are 50 to 100 km away from their factories. Workers migrating from provinces that are 

100 to 300 km away accounted for 44% of the study sample. The rest (11%) migrated 

from provinces which are more than 300 km away. More than two-thirds of all the migrant 

workers (67.1%) lived with their families or partners. The rest of the migrant workers 

lived alone (24.3%) or with friends (11.6%). 

 Strengths of the current system in providing health and safety services 

for migrant workers in the garment industry. 

This section discusses the strengths of the health and safety system in the garment 

industry from the perspective of high-level stakeholders, namely the officials from the 

comprehensive workplace health and safety legislation system. 
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There is a consensus among the majority of stakeholders that Vietnam has comprehensive 

and robust health and safety laws and labour laws that cover the basic aspects of 

protecting its workers.  

In addition, the Law on Occupational Safety and Health (Law No. 84/2015/QH13), which 

was passed in 2015, has significantly contributed to assuring occupational safety and 

hygiene and introduces policies for victims of labour accidents and occupational diseases. 

This law also provides for state management of the rights and obligations of organizations 

and individuals in occupational safety and hygiene. The law introduces comprehensive 

policies on occupational safety and hygiene, including scientific research and 

technological application, support for occupational risk prevention and sharing, an 

insurance regime for labour accidents and occupational diseases and support for 

employers and employees in the assurance of occupational safety and hygiene. The law 

also extended the occupational health and safety protection and preventive efforts to the 

informal economy. 

Moreover, other laws in labour standards has also increased the minimum wage and 

limited overtime work to 200 hours a year generally, and 300 hours a year for special 

cases like the garment industry. 

Furthermore, Vietnam has got a relatively complete occupational health system from 

central to local levels, including: General Department of Preventive Medicine 

(Occupational Health and Injury Prevention Dept.), 4 Research Institutes in regions, 55 

Provincial Preventive Medicine Centers, 8 Provincial/City Centers for Occupational 

Health and Environment, 509 Preventive Medicine Centers and 163 Preventive Medicine 

Teams at district level and Health Units in enterprises. In addition, there are 13 

Occupational Health Centre in Ministries/Branches/Sectors, such as Transportation, 
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Railway, Construction, Trade and Industry, Agriculture and Rural Development, Coal 

Mine, Aviation, Post and Communication, Garment, Rubber, Petrol, Public Security and 

Army.  

In addition, at the grassroot level, the occupational health and safety system at the 

enterprises is also comprehensive. Based on the size of the labour forces of the enterprises 

and characteristics, hazards of occupational accidents or occupational diseases and 

working conditions, enterprises must assign OSH officers or establish OSH unit and 

medical staff or establish health care unit to provide general health care and occupational 

health and safety services. In addition, enterprises with 1000 employees or more must 

establish an OSH Committee which responsible for consulting and cooperating with the 

employer in formulation of internal regulations, process, plans and measures for 

assurance of occupational safety and hygiene at the business entity.  

The communist and socialist political system were claimed to contribute to the 

advancements of labour and health and safety regulations in Vietnam. One officer from 

the Vietnam Ministry of Health shared his point of view: 

“In fact… regarding occupational health and occupational diseases policy in 

Vietnam… in terms of institutions, we have some certain preeminent points… 

regarding regulations on occupational health and safety and social 

security… we still develop the regulations, as well as guidelines, circulars 

and standards, based on the Communist Party viewpoints… our current 

criterion is itself based on the criteria of the Communist Party, taking the 

working class as the core … that is undeniable” (SH11, MOH, male) 

This view is shared by other policymakers in the fields.  
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Another factor that pushes the development of labour and workplace health regulations 

forward is the demand for healthy and decent working conditions among workers. 

Spontaneous strikes among workers in the manufacturing industry, especially among 

private-owned enterprises clearly demonstrated this need. Since the mid-1990s, there 

have been more than 6,000 strikes and all were spontaneous strikes, and not initiated by 

unions. The main focus of those strikes is the demand for higher wages, better work 

conditions and better treatment for workers.  

 Weaknesses of the current system in providing health and safety services 

for migrant workers in the garment industry 

The study found two major weaknesses of the current system in providing health and 

safety services for migrant workers in the garment industry. Those are the lack of capacity 

in enforcing health and safety regulations and providing health and safety services and 

the barriers in health and social services for migrants. 

7.4.1. Lack of capacity in providing health and safety services for workers 

A major weakness in providing health and safety services for workers in Vietnam is the 

lack of capacity in providing the services. The lack of capacity includes the shortage of 

staff and inadequate funding. Firstly, according to stakeholders, there is a lack of capacity 

on the part of the authorities to enforce health and safety laws and regulations. This is the 

weakness of the entire health and safety system in Vietnam. One official shared his 

opinion: 

“… the capacity of state management agencies is not enough, there are not 

enough resources and there are not enough people to do, to inspect, check 

and monitor the law enforcement with occupational health, occupational 

disease prevention, as well as health management” (SH12, MOLISA, male) 
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One stakeholder gave an example of the lack of staff and its effects on the capacity of the 

agency. 

“Previously in this department, there were 18-20 officials, 10 specialists, 

about 7-8 contracts… but now we only have 2 officials, 2 specialists, 2 

contracts… and we still have to do the same amount of work. Obviously, the 

quality of the work could not be the same” (SH15, Garment industry health 

centre, male) 

There are a number of stakeholders managing health and safety in the garment industry. 

Main stakeholders include the Ministry of Labour, Invalids and Social Affairs, the 

Ministry of Health, the Ministry of Industry and Trade, the Vietnam General 

Confederation of Labour, the Ministry of Public Security [managing fire safety] and the 

local branches of those ministries and agencies. However, stakeholders in this study also 

complained about the lack of collaboration among stakeholders in managing regulations 

in health and safety law. In most of the cases, those agencies work in silos in enforcing 

laws and regulations related to workplace health and safety. This results in a lack of 

efficiency.   

In addition, there is also a lack of capacity in providing health and safety services for 

workers. Due to the rapid expansion of industrial activities, both in quantity and quality, 

the health and safety service providers in Vietnam could not keep up with the demand. 

One researcher explained: 

“... the labour health system .... our [countries’] service providers do not have 

the capacity to provide adequate services… its capacity does not keep up with 

the industrial development. For example, some industries use a lot of 
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chemicals, we can not detect it when we do environment monitoring” (SH14, 

NIOSH, female) 

Overall, the lack of capacity in providing services has significantly weakened the benefits 

of having the comprehensive health and safety legislation system.  

7.4.2. Migrant friendly health and social services  

Vietnam has numerous laws and policies that affect health care and access to health 

services. Most notably, the two laws affecting internal migrants are the law on residency 

and the law on health insurance. In both cases, these laws tend to be more restrictive than 

protective and make access to health services more difficult. Many amendments have 

been made in the past 25 years opening the possibility for internal migration and lessening 

the barriers to access health and safety services. The law on residence, however, still 

restricts the ability of people to move residences, forcing most migrants to live in urban 

areas without permission and without access to affordable public services. In addition, in 

practice, many local governments still connect health and social services with the 

residency status of the migrant workers.  

The Law on health insurance (46/2014/QH13) also affects internal migrants’ access to 

health services. There are no national policies or government health services that ensure 

the inclusion of internal migrants. For many migrants, their lack of official change in 

residency places restrictions on using their insurance policy. There are restrictions in the 

use of insurance and attending higher-tiered hospitals or hospitals in other localities than 

the place of residence which can only be overcome with a referral or by paying the costs 

without claiming insurance reimbursement. This is reinforced by the State Budget Law 

(83/2015/QH13), which decentralises budget expenditure to the provincial level 

hospitals.  
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In addition, several policies of local governments create more barriers to access tother 

social services. For example, local public schools and kindergartens prioritise the 

enrolment of children with permanent resident status. Parents of children with temporary 

resident status often have to pay an extra fee to enrol their children in public schools or 

choose to use private schools with higher fees. There is also a lack of childcare that is 

suitable for the long hours of migrant workers. Furthermore, the involvement of migrant 

worker in the local socio-political organisations was also limited due to the requirement 

of permanent resident status.  

 Threats of health and safety service provision for migrant workers in the 

garment industry in Vietnam 

According to the perspective of high-level stakeholders, there are two main threats to 

health and safety service provision for migrant workers in the garment industry in 

Vietnam. They are the increasing competition among individual companies in the 

garment industry in Vietnam and internationally and the consequent effect on labour 

prices and operational costs, and the lack of information about the needs of migrant 

workers in the garment industry. 

7.5.1. Increasing competition on labour prices and operational costs 

The pressure from increasing domestic and international competition significantly 

hinders the ability of the garment enterprise to provide a healthy and decent work 

condition for workers.  

The garment industry is a very globalised and competitive industry. Garment factories in 

Vietnam have to compete with other garment factories in countries for outsourcing 

contracts by higher quality and most importantly lower costs of production. One expert 

explained:  
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“Myanmar, Sri Lanka, Bangladesh, many states in India and Pakistan, are 

perfecting the market regime to join international economy… and they are 

marketing to the world hundreds of millions of workers with cheaper labour 

costs [comparing to labour costs in Vietnam].  The list of countries that are 

about to join the common playground will be extended…. Strong competition 

on cheap labour” (SH15, Garment industry health centre, female) 

Another manager of garment factories explained how his company competes with other 

firms in Bangladesh.  

“... in Vietnam, it is currently calculated that an average worker cost about $ 

450, while in Bangladesh, it is about 200 a month. However, we still have 

some completion advantages despite the higher labour cost. The skills of 

workers in Vietnam is higher… We have a more stable political situation... In 

addition, the time it took to transport materials from the corporation to 

Bangladesh and export goods from Bangladesh to other markets, was about 

15 days longer [than from Vietnam]. Traffic… we still have better 

competition” (SH1, workplace manager, male) 

The competition also comes from local companies and companies from other areas in 

Vietnam that have lower labour prices.  

“[the completion] is also very strong because many customers make 

comparisons. For example, with the same kind of goods, but in Hung Yen, the 

cost [of labour] is higher, but for example people go a little deeper [less 

industrialised and urbanise] into the other areas such as Thanh Hoa or Nghe 

An, it will cost less” (SH2, workplace manager, female) 
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Lowering the wage of workers is one of the consequences of intense competition. In 

addition, increasing the overtime work is also another strategy to cut costs. One expert 

explained how it works: 

“If an enterprise recruit one new employee, they must pay the following: 

100% of the employee's salary; 26.5% allow for social insurance, health 

insurance, unemployment insurance; 20-30% for other benefits such as 

attendance, gasoline, small children ...; 10-15% for holidays, sick leave, 

maternity leave. The total cost of businesses is 160-180%. Meanwhile, 

enterprises mobilize 8 people for an extra hour, the enterprise costs are only 

150% of the salary for overtime payment… enterprises also have a higher 

salary advantage, thus more attractive in recruiting new employees” (SH5, 

garment industry VGCL, male) 

Enterprises in the garment industries often force their workers to work for more than one 

hour overtime a day, which gives the company greater advantages. The middle level 

managers which include line leaders and production managers also face enormous 

pressure to meet the production targets and increase the productivity of their sections.  

In addition, the enterprises in the garment industry also cut costs by lowering their health 

and safety spending. Garment factories only pay for those activities that are required by 

the law.  

7.5.2. Lack of information about the needs of migrant workers in the garment 

industry 

Another threat to the provision of health and safety service provision for migrant workers 

in the garment industry is the scarcity of information about the needs of migrant workers 
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in the garment industry. This shortage of information is a consequence of the lack of 

research and surveillance into the needs of internal migrant workers in the garment 

industry. 

Only 15% to 20% of garment factories sent their annual health and safety reports to the 

national surveillance system. And the information in this report is reported voluntary 

without any checks. Therefore, health and safety issues are often under-reported.  

Furthermore, there is little quality evidence about the health and safety of migrant workers 

in the garment industry due to the scarcity of research into this population in Vietnam. 

Consequently, policymakers lack the necessary data and information about health and 

safety issues and health care needs of internal migrants in the garment industry to provide 

and improve health services.  This is especially important because migrants may have 

been exposed to a number of health risks related to migration, and they may have different 

disease profiles from non-migrants. In addition, due to the nature of the work in the 

garment industry, the long working hours, the living conditions, and non-access to 

services, internal migrant workers in the garment industry often have different health 

needs than other populations. The health service providers often do not cater to these 

needs.  

 Opportunities for workplace health and safety service provision for 

migrant workers in the garment industry in Vietnam 

This study also discovered opportunities for workplace health and safety service 

provision for migrant workers in the garment industry in Vietnam.  Three opportunities 

are described; the Healthy Vietnam Program; consumer demand for ethical work 

practices; and the provisions of free trade agreements. 
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7.6.1. The Healthy Vietnam Program 

Recently, there have been several developments in the government to enforce the 

protection and promotion of the health of the workforce in Vietnam. The Vietnam 

government in Resolution no. 139/NQ-CP date December 31, 2017, requires a 

government program of action for implementing the Resolution 20/NQ-TW of The 

Central Committee of the Communist Party on the enhancement of people’ health 

protection, care and improvement in new circumstances. Based on this resolution, the 

Vietnam government developed the “Healthy Vietnam Program”. The plan has been 

ratified in Decision 1092 / QD-TTg 2018 approving the Vietnam Health Program for the 

period from 2018 to 2030. Workers are one of the key subjects of the plan. The plan aims 

to ensure a safe and healthy work environment for workers and the provision of basic 

occupational health and safety services for all workers. Another strategy to take care of 

workers’ health in the plan is workplace health promotion.  

In response to the requirements of the plan, the Vietnam Health Environment 

Management Agency, in the Ministry of Health is developing the national plan on 

workers’ health care and promotion, and prevention of occupational diseases 2020-2030. 

Workplace health promotion will be one of the main strategies in the national plan.  

Those developments create an opportunity for workplace health promotion to become a 

main workplace health strategy in Vietnam. This could also draw more attention and 

support to workplace health promotion. 

7.6.2. Consumer demand for safe and decent conditions in the garment industry 

Due to the international recognition of the working conditions among garment workers 

in low- and middle-income countries, there is increasing pressure from consumers and 

media for higher corporate social responsibility in the fashion industry. In the fashion 



191 

 

industry, enterprises are held responsible for environmental and social problems caused 

not only by themselves directly, but also by their suppliers. Social issues that arise within 

supplier factories commonly relate to workers’ human rights, labour rights abuses, and 

working conditions.  

Because of that, the customers of garment factories in Vietnam, which are mostly 

international fashion enterprises, are ensuring that their suppliers comply with the health 

and safety laws and labour standards in Vietnam. Before the agreement of outsourcing 

contracts, in addition to other requirement, customers inspected the garment factories in 

Vietnam for their compliance with labour, and health and safety standards. This is a 

significant force for health and safety and labour compliance in the garment industry in 

Vietnam. One garment factory manager explained: 

“... from last year, there is 16 inspections from our customers… Our customer 

checked all the records carefully and also interviewed workers” (SH3, 

workplace nurse, female) 

The inspections have brought significant improvements to working condition in the 

garment industry. The most common improvements are on labour standards such as 

compliance with working time, overtime limits, and pay. There was also an improvement 

in workplace risks assessment and control. A factory manager gave one example of the 

improvement of the working environment due to the demands of customers: 

 “…related to chemical workshops such as glue, water treatment or cutting… 

but that environment has been equipped with ventilation [to remove] dust, 

odour…. and all systems are all minimizing the impact on workers' health, 

this is not only the company concerned about the health of workers but also 
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the requirement from partners and customers… they [customers] also require 

replacing certain chemicals [by ones that less harmful]” (SH4, company 

VGCL, male) 

In addition to inspecting the firms, some international enterprises also required 

Vietnamese companies to join the program from BetterWork Vietnam. BetterWork 

Vietnam is a project from ILO providing assessments and advisory visits to help factories 

identify and improve their working conditions and labour standards.  

These ethical considerations from international customers and from BetterWork Vietnam 

significantly contribute to the improvement of working conditions and higher pay for 

workers in the garment industry in Vietnam.  

7.6.3. Pressure from international free trade agreement.  

In the process of integrating into the global economy, Vietnam has joined a number of 

free trade agreements. Recent free trade agreements, namely the EU-Vietnam Free Trade 

Agreement (EVFTA) and The Comprehensive and Progressive Agreement for Trans-

Pacific Partnership (CPTPP), included international standards as a part of the agreements. 

The main focus of the international labour standards included in the two agreements is 

based on the ILO Declaration on Fundamental Principles and Rights at Work. The 

elements of these principles and rights are freedom of association and the effective 

recognition of the right to collective bargaining, the elimination of forced or compulsory 

labour, the abolition of child labour and the elimination of discrimination in respect of 

employment and occupation. 

The most notable part of the labour standards is the Right to Organise, 1948 and 

Collective Bargaining Convention and Freedom of Association and Protection of the 



193 

 

Right to Organise Convention, 1948 which assures the rights of freedom of association 

of workers. By ratifying those agreements, Vietnam commits to remove the monopoly 

position of the Vietnam General Confederation of Labour and recognise independent 

trade unions. 

In Vietnam, it is not uncommon for the leadership of grassroots trade unions to be senior 

managers of enterprises. This is unacceptable in most countries in the world today. These 

commitments from the Vietnam government provide the opportunity for building a 

stronger collective bargaining power for workers and increase the protection for workers 

by improving current trade union practice. It also allows the rectification of some 

weaknesses in labour law and of institutions related to labour relations.  

 Conclusion 

This chapter has provided the profile of the research case study and the S.W.O.T analysis 

of health and safety service provision for migrant workers in the garment industry in 

Vietnam. A major strength of the workplace health system in Vietnam is a comprehensive 

health and safety legislation that covers the essential requirements of occupational health 

and safety services.  However, the capacity to enforcing the health and safety law is still 

not able to keep up with the rapid development of the demand. In addition, although, the 

migration-related policy in Vietnam has been slowly revised toward lifting barriers to 

health and social services access among migrants, migrant workers in Vietnam still face 

barriers to access health care and social services.  

Moreover, the workplace in the garment industry in Vietnam faces increasing pressure 

from competitors in Vietnam and from around the world. The health and safety system 

also lacks quality evidence on the health and safety needs of migrant workers. The 

S.W.O.T analysis also described three opportunities for strengthening the health and 
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safety services for migrant workers in the garment industry related to the ambitious 

Healthy Vietnam Program, the demand from the customers for safe and decent working 

conditions and the commitment to basic international labour standards. 

To further understand the health needs of migrant workers in the garment industry in 

Vietnam from their perspective, the next chapters (Chapter Eight and Nine) will focus on 

the grounded theory study and the community survey. This will present findings related 

to the health and safety issues experienced by migrant workers in their living 

circumstances.  
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CHAPTER 8. ISSUES IN LIVING AND SOCIAL CONDITION 

INFLUENCING THE HEALTH OF MIGRANT WORKERS 

“Migrant workers are like boats [fisher men] that go fishing in the deep sea… 

just hope the sea and the wind has calmed so that they can earn enough to 

buy rice [food] for their family… But, how can we know what will happen 

tomorrow... ” (Voice of the migrant, Female, 38 years old) 

 Introduction 

The previous chapter provided the background profile to the case study and the analysis 

of health and safety service provision in the garment industry in Vietnam. Chapter Seven 

had also presented findings related to the strength, weakness, opportunity and threat of 

integrative workplace health promotion strategies for migrant workers in the garment 

industry in Vietnam.  This chapter presents the health and safety issues experienced by 

migrant workers in their living circumstances. Findings presented in this chapter were 

drawn from the analysis of the data from the grounded theory study which consisted of 

observations, unstructured interviews and 21 in-depth interviews with migrant workers in 

two garment factories and a quantitative survey of 328 migrant workers which was 

described in Chapter Seven.  

The chapter presents the issues identified by migrant workers using an ecological model, 

which includes structural issues, environmental issues, sociocultural issues, individual 

issues and service issues. These ecological framework were developed from five 

strategies for health promotion in the Ottawa Charter for Health Promotion (Chu & 

Dwirahmadi, 2015; World Health Organization, 1986). 
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 Structural issues related to the health and safety of migrant workers 

Structural issues are factors which occur in the general social economic and public policy 

domain. According to migrant workers, there are two structural issues related to their 

health which are explained in Table 8-1. 

Table 8.1: Health and safety issues in the public policy domain 

Health and safety issues Explanation 

Barriers to resettlement Difficulty in the resettlement process, including the 

high cost of houses sand difficulty in obtaining Ho 

Khau  (household registration system) status 

Insecurity and uncertain 

prospect 

Poverty and lack of livelihood opportunities in the 

migrant home town/villages forces them to migrate 

to the city to work. Financial and job insecurity leads 

to uncertain prospects among migrant workers 

 

8.2.1. Barriers to resettlement 

Migrant workers reported that they face a number of difficulties when they want to settle 

down at a new place. The biggest difficulty that migrants have to overcome is finding a 

permanent house to live in. One worker explained why owning a house is important for 

settling down: 

“When we stay in the rented room, we would always think that we are 

migrants… we do not want to waste money to make it home… then because 

the rented room is tiny… we do not want to let children stay with us” (MW18, 

Male, 30 years old) 
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They also said that owning a house is an important step in integrating into the local 

community. Local people don’t consider migrants living in rented apartments as members 

of the community because of the mobile and transitory nature of the group. However, 

when migrants own a house, they start to be considered as a new member of the 

community. They start to have responsibilities, to contribute to the local community by 

taxes, and contribute small donations which are dictated by local socio-political 

organizations, and other contributions such as to build local roads. Associated with those 

contributions are greater opportunities to connect with local people and become a part of 

the local community.  

However, owning a house in the fast industrializing areas was described as a great 

challenge. High and increasing house price is the main barrier for migrant workers in 

owning a house.  

“Our dream is...if we are lucky, we could have enough money to buy a piece 

of land after about ten years or so of saving… then we could borrow money 

to build a house for ourselves. However, the land price is increasing too 

fast… it becomes harder and harder for us to own a house… sometimes, we 

don’t dare to think about that” (MW19, Female, 33 years old) 

The development of new industrial zones has resulted in more economic activity in and 

migrations to the areas causing high-speed urbanization and population growth. Figure 8-

1 shows an example of many new shopping and business districts that have developed in 

the industrial zones to meet the demands of a new wave of young migrants. 
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Figure 8-1. New shopping centre in Pho Noi, Hung Yen 

Urbanization and the increase in population density have meant an increase in housing 

needs.  The price of land and houses has also rapidly increased. For migrant workers, this 

means that owning a house is becoming more and more difficult.  

In addition, migrant workers are also faced with issues related to obtaining permanent 

residence status in the household registration system (Ho Khau). Although some migrants 

have managed to register themselves and their family to the household registration system 

as permanent or temporary residents, most of the migrants stated that they are still 

unregistered because they claim that the registration process is too “complicated and 

bureaucratic” (migrant interview comments).  

Migrant workers mentioned several barriers to obtaining permanent Ho Khau registration 

status. The first is the requirement for a long period [one year (when migrating into the 

suburban district) and two years (when migrating into the urban district)] of registered 

temporary residence. The second type of barrier is the documentary requirements that 

some applicants may have trouble satisfying. They also complained about the 

bureaucratic process involved which some claimed cost a large sum of money [in some 

cases in the form of bribes]. However, having permanent residence status is an important 
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step in settling down because it is related to access to a number of social services (which 

will be discussed in more detail in the following section).  

If migrants can overcome these problems they are either lucky or have other sources of 

help. Box 8-1 tells a story about one migrant worker who had achieved the migrants’ 

dream. 

Box 8-1: The migrants’ dream 

Migrant workers working in the garment factory in Dong Nai often cited the case of 

Nga* as a successful migrant worker in the company because Nga has her own house 

and had managed to register Ho Khau for all of the members of her family.  

Nga had migrated to Ho Chi Minh city with her husband ten years earlier, then moved 

to Dong Nai because the house rentals in Ho Chi Minh city were too high. With all of 

their savings, they bought a small piece of land near her factory. They also built a small 

house on the land with money borrowed from their friends and relatives. Her parents- 

in -law and her child had migrated to live with her recently. She had registered herself 

and another member of her family for household registration in Dong Nai.  

Although Nga had managed to overcome most of the difficulties of settling down, Nga 

said that her family still had a long way to go. They estimated that they needed to work 

hard at least ten more years to pay the debt for building the house. 

* Name of people in the stories had been changed to protect the identities of those 

involved. 

 

The outcomes of a story as told in Box 8-1 were not common. Only a few migrants could 

achieve this dream. Consequently, all migrant workers questioned whether to stay where 
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they were or leave the area for a new place or whether to return to their villages. Many of 

them had the strong migrant intention of returning. One participant said:   

“I am learning to tailor and saving money to return back to my home town to 

open a shop. I always think about moving back to my hometown with my 

friends, relatives and parents. I migrated here only to prepare for a better 

future in my home town” (MW6, female, 28 years of age) 

As presented in Figure 8-2, approximately 35% of migrant workers reported that they 

intend to migrate again or return to their home town in the following 12 months.  

 

Figure 8-2: Migrant intention among migrant workers 

Faced with resettlement difficulties and intending to continue to move, most migrant 

workers felt disconnected from the local community. They were also less likely to invest 

in their living conditions and health-related infrastructures such as clean water or 

sanitation facilities. This resulted in poor housing and sanitation conditions. Difficulty in 

the resettlement process also caused stress, disorientation and confusion among migrant 

workers. 

35%

Intention to migrate in the next 12 months

Yes No
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8.2.2. Insecurity and uncertain prospects 

Although each migrant had his or her own story behind their migration decision, most of 

the migrants migrated to escape from the poverty and lack of opportunity in their 

hometown. Income from farming is not enough for basic needs. Therefore, with some 

people, leaving their rural villages or home town was their only choice. One young 

woman explained why she migrated at the age of 20.  

“At my home town… no jobs, no opportunity...  Many of my friends’ lives 

were ruined because of… gambling, addictions because they have nothing to 

do. For a rural girl... in the countryside, they have to get married and have 

children… that is the end of a girl’s life” (MW17, Female, 20 years old) 

Migrant workers also hoped that migration could help them to build a future for them and 

their children. Although most of the migrants admitted that their income was much higher 

compared to their counterparts in their home towns, very few of them were certain about 

their prospect. As migrants, they felt that they had to face many “risks, financial fragility 

and instability” (migrant interview comments). Many migrants had fallen into debt 

because of illness or accidents, either their own or of family members with them or in 

their home village. Box 8-2 provides examples of migrants who found themselves in a 

trap of poverty because of health issues.  

Box 8-2: One serious illness away from bankruptcy 

Hang* is a woman with great determination to build her future by saving money and 

developing skills to open her own tailoring shop in her hometown. She lived with a 

friend in a rented apartment. Nine years ago, she migrated to Binh Duong (1.800 km 

from home) and worked as a garment worker, then migrated to Hung Yen to get closer 



202 

 

to her family. Every month, she sent all her savings back to her mother so that her 

mother could help her to save it until she had enough money to return home to open 

her own shop.  

However, 5 year ago, her father’s health started to deteriorate due to his exposure to 

Agent Orange when he was a soldier. Her father was hospitalised several times for it. 

Her family had to spend all of their saving on health care costs for him. Then, they had 

to borrow money from their relatives as their own savings ran out. Her father died 2 

years ago. This left a large debt for the family to pay. When asked about her life 

prospect, she said: 

“My family kept borrowing and paying,… then re-borrowing and 

repaying,… then my sister was also sick. I could not save enough for my 

plan” (MW6, Female, 28 years old) 

Hang believed that she was trapped in a circle of poverty. She had tried very hard to 

better her life. But, the combination of low income and the lack of socio-protection 

mechanisms had prevented her from achieving her dream. She felt insecure and had 

doubt about her future because she felt that any problems that she faced would negate 

all of her hard work 

* Name of people in the stories had been changed to protect the identities of those 

involved. 

Migrant workers live between hope and hopelessness. When they are healthy and face no 

issues in their life, they could put all of their efforts into earning a living and save money 

to build their future. However, many of them know that they should not expect too much:  
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“… we are all working hard… hoping to build a better life… for us and our 

children… But most of us don’t control our destiny” (MW8, Male, 35 years 

old) 

This uncertainty created a lot of pressure on migrant workers. Every one of them was well 

aware that they have to “save for rainy days”. In addition, the lack of security greatly 

affects the health behaviour of workers. In order to save money, they did not want to 

invest in healthy lifestyles or sanitation infrastructures. They also did not have a surety in 

the plan for themselves.  

 Environmental issues related to the health and safety of migrant workers 

Living conditions contributed significantly to the health of migrant workers. Table 8-2 

presents factors in the living environment that influence the health and safety of migrant 

workers.  

Table 8.2: Environmental factors related to migrant worker health safety 

Health and safety issues Explanation 

Poor housing conditions Poor physical condition of the rented apartment, 

small, hot and damp and uncomfortable, lack of 

sanitation and access to clean water 

Unsafe living areas 
Unsafe living areas, high risks of theft, and risks of 

harassment 

8.3.1.  Poor housing conditions 

Because of their very low income, the majority of migrant workers lived in small and low 

quality rented accommodation. As shown in Table 8-3, nearly 90% of migrant workers 

lived in rented accommodation. This kind of accommodation is built with a minimum 
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amount of quality with the result of being able to charge low rent. Two aspects of housing, 

the “housing condition” which relates to how comfortable the accommodation is and the 

sanitation condition of accommodation which relates to the perceived sanitation condition 

of the accommodation, are mentioned as issues of migrants’ health.  

Table 8.3 Migrant workers’ housing and sanitation condition 

Attributes n % 

House ownership (n=328) 

No 294 89.6% 

Yes 34 10.4% 

Housing condition satisfaction (n=328) 

No 150 45.7% 

Yes 178 54.3% 

Think that the sanitation condition could cause ill-health  

(n=328) 

No 69 21.0% 

Yes 259 79.0% 

Private toilet (n=328) 

No 152 46.3% 

Yes 176 53.7% 

Source of water (n=328) 

Potable water 205 62.7% 

Private well water 122 37.3% 

Intent to move to another house in the next 12 months (n=328) 

No 215 65.5% 

Yes 113 34.5% 

Migration intention (n=328)   

No 214 65.2% 

Yes 114 34.8% 

Figure 8-3 showed the typical condition in rented accommodations that internal migrant 

workers lived. This type of accommodation is a one-room apartment that is only about 
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eight to twelve square meters, with a very thin roof and no ceiling (often made of fibre 

cement sheets). These rooms are often built in a complex which includes 10 to 20 rooms, 

and in some cases up to 40 rooms. Most of the migrant workers complained about the 

poor situation of this type of room complex. The rented room that they lived in was 

described as:  

“…very small, just enough for a bed and a stove to cook … very hot in the 

summer and cold in the winter, damp and having no window…Uncomfortable 

and dirty because we share the common bathroom and toilet with other 

families…. We could hear rats running noisily all night” (MW2, female, 41 

years of age) 

Migrant workers spent most of their time outside the workplace in this kind of 

accommodation, cooking, eating, sleeping, and entertaining themselves. Some of them 

compare their rented apartments with the conditions in their hometown where they have 

a house with a garden and most of all access to the sunlight and fresh air. In addition, 

living in a tropical climate, the poor quality of the building made the room hot, damp and 

not well ventilated. Many migrant workers also complained about the stress and 

discomfort of being confined in a small room with very little privacy. Migrants also 

complained that, as tenants, they had to pay for electricity and water at a much higher rate 

than local residents. This extra spending put further stress on the migrants’ budget and 

significantly reduced their quality of life. 
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Figure 8-3. Common housing condition in the typical one-room apartment 

The sanitary condition of their accommodation is also a major health concern for migrant 

workers. Factors that contributed to their concerns include sharing toilet facilities with 

other people, access to clean water, and pest infestation. As presented in Table 8-3, nearly 

50% of worker had to share the toilet and wash facilities with other households. Figure 

8-4 shows that these facilities were often built and maintained at a low quality. 

Additionally, more than one-third of migrant workers did not have access to potable 

water. They used untreated water from groundwater wells. Finally, migrant workers 

complained about the infestation of pests, including rats, cockroaches, flies and 

mosquitos. Due to the crowded living conditions and poor housing quality, the presence 

of pests was common and very difficult to control. 
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Figure 8-4. Common washing and toilet areas 

Interviewees who lived in a rented room worried that the unsuitable conditions of their 

accommodation, poor living conditions, and the unsanitary condition of the 

accommodation could cause stress and illness for them and their families. One migrant 

raised her concern: 

“...people who lived rented rooms ... some of them got sick because of the bad 

condition… they lay for months in a hospital bed” (MW13, Female, 35 years 

old) 

Many migrants thought that living in this kind of environment could result in infectious 

diseases. They also felt that this environment could cause stress and other long-term 

health issues. Many of them were dissatisfied with the housing condition and sanitation. 

Among migrants answering the quantitative survey, approximately half of the migrant 

workers were not satisfied with their living condition. And 21% of migrant workers 

reported that they think that the housing conditions could cause ill-health. Most of the 

migrant workers who lived in this kind of accommodation wished to change their 

situation. The proportion of migrant workers who intended to move to another house in 
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the next 12 months was 34.5%. In addition, more than one in three migrant workers 

reported ‘‘very likely’’ or ‘‘somewhat likely’’ to migrate in the next 12 months. 

8.3.2.  Unsafe living areas  

In addition to poor and unhealthy housing condition, migrant workers, especially female 

migrant workers, reported that they have the concern about the high risks of theft, unsafe 

living areas, and risks of harassment in their living areas.  

Migrants, especially female migrants, reported that they were concerned about the high 

risk of theft at their apartment because of the quality of doors and window and because 

they had themselves been robbed. One migrant recalled her story: 

“… I didn't know how I could sleep so deep… three of us slept in one room… 

when I opened the eyes and I saw someone stick a stick through the window… 

get our phones and went away… Many people told us that they sprayed 

narcotic drugs… They targeted women… they chose the rooms where women 

lived” (MW7, Female, 29 years old) 

In addition, female migrant workers also felt that their living areas were not safe for them 

to go out alone at night. This is problematic because most workers have to work late, 

sometimes until 9 pm. One shared her concern: 

“…sometimes... when I go out alone… as a girl… sometimes other people 

look at… or tease me… I felt uncomfortable” (MW17, Female, 20 years old) 

Female migrants are also concerned about the risks of sexual harassment in their living 

areas. Many of them said that because they have to share the toilet, bathroom and wash 

facilities with others, they felt that they were vulnerable to misbehaviour. They were also 
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concerned about their security when they stay alone in their room. One female migrant 

worker shared her “uncomfortable” experience: 

“… there was one middle-aged man… he already married and had children… 

when seeing I stayed alone, he often came… standing in front of my room and 

teased me… That is why I have to close the door every time I am home” 

(MW7, Female, 29 years old) 

Although most of the females were not very comfortable talking about those sexual abuse 

and harassment experience and they often used very “soft” language describing the 

experience, the investigator could feel these women, who were mostly in their twenties, 

were frightened remembering the experience.  These risks cause anxiety and constrain 

female migrants from socializing. They said that they try to have “little interaction with 

people” or “stay away from the complication”. This also prevents migrants from having 

a healthy lifestyle (which will be discussed in the following section).  

 Sociocultural related to the health and safety of migrant workers 

The sociocultural issues in migrant workers living condition are factors related to the 

migrant family, the group, the community and the culture around those groups and 

communities. Two key sociocultural health and safety issues related to the migrants’ 

living circumstances are presented in table 8-4.  

Table 8.4: Sociocultural health and safety issues in migrant workers’ living 

circumstance  

Health and safety issues Explanation 

Separation from family and 

children 

Lack of support from family and separation from 

children causes much stress to migrant workers. 
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Social isolation Migrants found it difficult to maintain social 

connections to the local community. They had to 

form small peer groups for support. 

8.4.1. Separation from family and children  

Many migrants found that separation from their families and children was the highest 

price they had to pay when they migrated. The feelings of sadness and loneliness, 

combined with the lack of physical contact with their children and guilt, causes significant 

damage to migrants’ health and wellbeing.  

Table 8.5: Migrant workers social connection 

Attributes n % 

Living with who (n=328)   

Alone 70 21.3% 

With spouse, family members or 

partner 220 67.1% 

With friend 38 11.6% 

Separation with children (n=233) 

No 123 52.8% 

Yes 110 47.2% 

Social Connectedness (n=328) 

Very isolated  0 0% 

Isolated  24 7.3% 

Some social support 36 11.0% 

Socially connected 134 40.9% 

Very socially connect 134 40.9% 

Separation from the children was the most common form of family separation among 

migrant workers. As shown in Table 8-5, among 233 migrants who had a child/children, 

110 of them (47.2%) lived apart from their children. Poor living conditions, lack of access 

to basic social services such as childcare, school and healthcare and, most importantly, 
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lack of time and support to take care of children were cited as reasons why they had to 

leave their children behind. The issues related to these reasons are discussed elsewhere in 

this chapter.   

Separation from children seemed to hit female migrant harder than male migrants. Box 

8-3 depicted a story about a migrant worker who had left her children in their hometown. 

Box 8-3: A deadlocked situation of a mother 

Hoa* came from a very poor village in Thanh Hoa, 200 km away from Hung Yen with 

her husband. She was pregnant and lived with her husband in an apartment. Their 

firstborn daughter stayed with her mother-in-law in their home town. She planned to 

return home to give birth. However, her husband would stay in Hung Yen to earn 

money to support the family. They still wanted to settle in Hung Yen. 

She planned that after giving birth to the second child, she would stay in her hometown 

for six months of maternity leave. She planned to come back to work after the maternity 

leave. Both of her children would stay with their grandparent. According to Hoa, she 

and her husband both wanted to eventually reunite with their children as many other 

migrants wanted to do as well. However, she explained why they would have to let 

their children stay with their grandparent.  

 “I'd love to stay with my children… But the income from my husband alone 

would not affordable for my family... In my hometown, there is nothing to 

do to get some money… I also think about bring them here [to the industrial 

zone]… but the accommodation is too small… and no one helps me taking 

care of them when I work” (MW5, Female, 31 years old) 



212 

 

With Hoa, the feelings of missing her child are deep and painful, because her child is 

very weak, and often has respiratory issues. The most difficult days are when the girl 

got sick. She was in tears when she described her feelings:  

"Whenever I heard my mother said that my daughter was sick… I felt like 

there was a fire in my heart… Because you [the investigator] are a man, 

you might not able to understand…. Especially when I heard that she [her 

daughter] got sick or had problems… I could not sleep… could not work… 

and it was even worse when I stayed alone” (MW5, Female, 31 years old) 

However, similar to other migrants that I met, Hoa was very optimistic. She believed 

that with hard work, she and her husband could build a “bright future” for their children. 

Her biggest dream was they could have a big house near the industrial zone and she 

could bring her daughter and parents to stay with her. 

* Name of people in the stories had been changed to protect the identities of those 

involved. 

Another concern of migrants for their children left-behind was about their children’s 

education and development. The respondents in this study were afraid that without the 

close supervision they could provide, their children would be lead astray. They could be 

influenced negatively by their friends and other “bad things in society”. The parents 

shared some of the common “social evils” that concerned them such as “online gaming”, 

“online predators”, “smoking”, “being exploited” or even “drug addiction” (migrant 

interview comments). One migrant raised his concern:  

“My eldest child is now 12 years old ... at that age, he is starting to grow… 

There are so many bad things that a boy could be trapped in … When I can't 
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stay by his side to teach him… it will be my fault if he became naughty… I go 

away to earn child-raising money but I also have to sacrifice a lot” (MW8, 

Male, 35 years old) 

Most of the migrant workers were aware of the importance of parents for the development 

of children. This awareness contributed to the sadness the women experienced being away 

from their children. On the other hand, some female migrants said that they also felt 

vindicated by their decision to move in order to provide financially and to “create a 

future” for their children. This feeling helped reduce the feeling of guilt among workers 

who left their children behind. In many cases, migration is the only way to provide living 

and education for their children. This becomes a deadlocked situation – leave and get 

money, stay and have no money.  The migrants cannot see a way out of this dilemma.  

Lack of support from family is also a consequence of migration. This lack of support 

especially hurts younger migrants who are less capable of coping with the new 

environment and have not yet been able to set up a new social network. They are 

vulnerable when they have to deal with difficulties in living alone or when they get ill. 

One young migrant described her fear of getting sick alone: 

“… Who knows when you might get ill…? When I had a cold… I am alone in 

the rented room… This was Sunday, other rooms were all closed… people 

went home [to their home town]… I was all alone. I felt afraid and helpless… 

I was afraid that if something went wrong, no one would find out” (MW17, 

Female, 20 years old) 

As shown in Table 8-5, more than 20% of migrant workers live alone. Living alone, in 

combination with the lack of family and social supports, increases the risks of ill-health 
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and mental wellbeing of migrants. Sleeplessness and loss of appetite were also described 

as a consequence of family separation. One migrant described her feeling when getting 

home alone: 

“… Many time, when I got home late… I'm bored of cooking or doing 

anything... Staying alone, when I was so tired after the working day… I did 

not want to eat” (MW1, Female, 22 years old) 

To mitigate the effects of family separation, the migrant workers tried to maintain 

connection to their hometown and their family. Some migrants chose to migrate to places 

near their hometown. Many others tried to travel back to their home to visit their family 

members whenever they have free time. Those activities caused more stress to migrant 

workers and further reduced their ability to engage with the local community.  

Most of all, loneliness was described as the main problem caused by family separation. 

As described in the Box 8-3, many migrants experienced loneliness as a real physical and 

emotional pain. In addition, loneliness could also contribute to stress and anxiety among 

migrant workers. 

8.4.2. Social isolation 

Social isolation is another major issue among migrant workers, especially among younger 

and newer migrants. As shown in Table 8-5, 7.3% of migrant workers reported that they 

were socially isolated and 11% reported experiencing a low level of social support.  

Migrants consider themselves as “outsiders”, and have minimal contact with local 

residents because many of them shared the experience of suffering xenophobia, 

discrimination, and stigma in the host community. Among local residents, it is not 

uncommon that migrants are stigmatized and labelled negatively. Migrants are sometimes 
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viewed as making the community “polluted”, “overcrowded”, “noisy”, and “disordered”. 

Migrants were also aware that some groups of migrants also were associated with 

“unlawful activities”. The landlords are requested by the local authority to “keep an eye 

on tenants [migrants]”. The issue of security for the local community is often mentioned 

by local police in the regular meetings of residential clusters. Migrants are sometimes 

referred to as among those making the community “insecure”. This reinforces the 

negative view of the community towards migrant workers. 

Many young migrant workers also found it hard to adjust to urbanized community 

structures and cultures. They described the contrast in having been constantly surrounded 

by extended family all their lives to suddenly being in a strange and crowded, yet lonely, 

environment. Migrants felt that “city” people are too “stressed out”, “rude and 

aggressive”. Some young migrants also felt that city people are “dishonest” [city people 

never say what they really think]. They also felt that city life is very stressful because 

“everything is about money” and “it is very competitive” (migrant interview comments). 

Consequently, young migrants were afraid of “being exploited” or “being cheated” in the 

urban environment. 

Migrants lacked trust in the local community and they also did not trust people who had 

migrated from other regions. Most of the migrants only trust people who are of the same 

origin as them. When asked about who one could reach for help, one migrant stated:  

“…well… only people from my hometown. Because going out to work, only 

people who are very close to you would help you… it is the reality of the 

society… people rarely help” (MW1, Female, 22 years old) 

Therefore, to cope with social isolation, migrant workers seek social supports by relying 

on the pre-existing social network of kin and friends who migrated from the same places 
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as they did. For some migrant workers, these social connections were vital for their 

survival in a strange place. Migrant workers were willing to change their work to maintain 

a certain level of social connection with their peer. The establishment of a close-knit 

network of other people from the same town was a major protective factor for these 

migrants’ loneliness, social isolation, and adjustments to the new environment. Despite 

those benefits, the close network could reduce the connection with the local community 

and enforce the stereotype of migrants as troublemakers. 

In addition, as discussed in other sections in this chapter, other issues in the living 

circumstances of migrant workers such as barriers to the resettlement process, insecure 

living areas and lack of time for socializing activities also contribute to social isolation 

among migrant workers.  

Similar to family separation, social isolation increased the risks of loneliness, stress and 

anxiety among migrant workers, and thereby significantly influenced migrants’ mental 

health.  

 Individual barriers to a healthy lifestyle among migrant workers 

What health and safety decisions the individual migrant makes for their own wellbeing is 

important but in their living environment migrant workers face a number of difficulties 

adjusting to an urban lifestyle, and especially when facing barriers to maintaining a 

healthy lifestyle. 

As shown in Table 8-6, only slightly more than 50% of migrant workers reported that 

they participated in entertainment and socialising activities. The entertainment and 

socialising activities that were enjoyed by migrant workers were mostly those activities 

that they could do in their apartment rooms such as watching television (60.6%) or doing 
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domestic tasks (59.4%). Only a few migrants enjoyed socializing activities such as going 

out with friend/relatives (35.8%) or going out for film/karaoke (23.6%). 

Of the 163 migrant workers who reported that they did not frequently attend an 

entertainment and socialising activity (which accounted for almost half of the migrant 

workers), 85.9% of them cited the lack of free time as the reason for not doing anything. 

And 38% of them did not participate in any entertainment activities because they were 

saving the money. 

Table 8.6: Entertainment and socialising activities of migrant workers 

Attributes n % 

Having entertainment and socialising activities (n=328) 

Yes 165 50.3% 

No 163 49.7% 

The reason not having entertainment and socialising activity 

(n=163)* 

Do not have free time 140 85.9% 

To save money 62 38.0% 

Feeling not well 23 14.1% 

No friend to go with 25 15.3% 

No entertainment venue near 

the living area 26 16.0% 

Type of entertainment and socialising activities (n=165)* 

Watching TV 100 60.6% 

Doing domestic works  98 59.4% 

Going out with friends or 

relatives 59 35.8% 

Reading book 39 23.6% 

Going out for film or Karaoke 37 22.4% 

Using the Internet, Smartphone 11 6.7% 

* Percentages do not stack up to 100% because these are multiple-choice questions. 
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A low number of migrant workers attended regular physical activities at least once a week 

(See Table 8-7). Only 38 people, which accounted for slightly more than 10% of migrants, 

reported having weekly physical activities. Football (40.5%) and badminton (32.4%) 

were the common types of sports activities that were practised by migrant workers. 

Table 8.7: Physical activities of migrant workers 

Attributes n % 

Have any weekly physical activities (n=328) 

No 291 88.7% 

Yes 37 11.3% 

Type of physical activities (n= 37) 

Football (Soccer) 15 40.5% 

Badminton 12 32.4% 

Walking 4 10.8% 

Volleyball 2 5.4% 

Swimming  2 5.4% 

Running 2 5.4% 

Male migrants were more likely to have weekly physical activity than female. Table 8-8 

shows that the rate of physical activity among male migrants is 22.4%, significantly 

higher than the rate among females (only about 8%). Moreover, workers who had higher 

weekly working hours had a significantly lower rate of weekly physical activity. More 

than one-fourth of migrants who worked for 48 hours a week or less reported having 

weekly physical activity, compared to only 6.1% among workers who worked for 49-71 

hours/week and 1.1% among workers worked for 72 hours a week or more.  
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Table 8.8. Physical activities and related factors 

Attributes Physical activities   Chi-square tests 

  Gender (n=328) Yes No  Total 

Female 20 232 252 

Pearson chi2(1) =  12.1518 

Pr < 0.001 

 7.9% 92.1% 100% 

Male 17 59 76 
 22.4% 77.6% 100% 

Job strain (n=328)         

Low 26 181 207 

Pearson chi2(1) =   0.9185 

Pr = 0.338 

  12.6% 87.4% 100% 

High 11 110 121 

  9.1% 90.9% 100% 

Marial status (n=328)   

Yes 26 215 241 

 Pearson chi2(1) =   0.2199 

Pr = 0.639 

  10.8% 89.2% 100% 

No 11 76 87 

  12.6% 87.4% 100% 

Working hours (n=328)     

<=48 hours/week 28 78 106 

Pearson chi2(2) =  37.1544    

Pr < 0.001 

 Fisher's exact < 0.001 

  26.4% 73.6% 100% 

49-71 hours/week 8 124 132 

  6.1% 93.95 100% 

>=72  hours/week 1 89 90 

  1.1% 98.9% 100% 

Migrants who have a lower level of job strain (based on the Karasek job control and 

demand model) and unmarried migrants have a higher rate of weekly physical activity, 

however, these are not statistically significant.  

Clearly, when migrant workers work for around 12 hours a day, the amount of time for 

other activities is significantly limited.  

“… I often have to stay in the factory to fix the errors until 7 pm… when I am 

home, I only have little time to go shopping and cook the dinner… have some 

chat with others in the ‘village’ [living in the same apartment block]… then 

go to bed” (MW6, Female, 28 years old) 
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Most of the migrants relied on the smartphones, internet and social media to keep the 

connection with others and to entertain themselves. Also, free time in the weekend was 

also limited because many went back to their hometowns to visit their families.  

The low level of recreational physical activity and the lack of entertaining and socializing 

activities significantly affected the mental health and wellbeing of migrants. Migrants had 

few opportunities in releasing the stresses which they acquired from their working and 

living environments. This unhealthy lifestyle also contributed to the loneliness and 

isolation which developed from family separation and the lack of social connectedness.  

 Healthcare and social services access 

Migrant workers experienced a number of barriers to accessing basic healthcare and 

social services.  

Regarding healthcare services, although most of the migrant workers said that they had 

health insurance, they still faced a number of barriers using health insurance and health 

services. 

 

Figure 8-5. Rate of having health insurance among migrant worker. 

95.4%

Health insurance

(compulsory)

Health insurance

(voluntary)

No

Don't remember
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As shown in Figure 8-5 the rate of having health insurance was very high. Nearly 98% of 

migrant workers had health insurance, with 95% of those having compulsory health 

insurance (which was provided by the garment companies as a part of their benefits). 

However, migrants admitted that they only use health insurance in serious health issues 

when it is a matter of hospitalization. In case of other minor health issues, they preferred 

self-treatment or the use of private health facilities for treatment. Migrants cited several 

reasons why they did not want to use the compulsory health insurance. 

Firstly, there was not a suitable time for using public health facilities. In order to use the 

compulsory health insurance, migrants have to go to a public health facility which is 

registered on the health insurance card. With the exception of the emergency ward, public 

facilities are only available during the official working hours (often 8:00 am - 5:00 pm 

Monday to Friday) which is not suitable for workers who work six days a week and before 

8:00 am and after 5:00 pm. In addition, public hospitals are always overcrowded and the 

process of using the insurance card to pay for a medical fee was described as 

“complicated”. Furthermore, a number of migrants said that they did not trust the quality 

of the health care service provided by the local public hospital and also the quality of the 

medications that were provided through the health insurance. Therefore, migrant workers 

often bought medicine without prescription in the local drug store. For more serious 

health issues that needed a doctor’s attention, they often went to local private health 

facilities because “they [local private health facilities] open after the working hours and 

the processes of examination and treatment are very quick and convenient” (migrant 

interview comments). 

Many migrants also experience issues obtaining health insurance and public health 

services for children and their family members due to the lack of permanent or temporary 
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residence status in the household registration system (Ho Khau). According to the Health 

Insurance law 2013 (46/2014/QH13), regardless of the children’s Ho Khau status, all 

children under six are entitled to health insurance and other public health services. 

However, in practice, some migrant workers reported that they face difficulties when 

obtaining health insurance and public health services for their children who did not have 

temporary registration status. Social health insurance for children under six is based on 

the birth certificate which is only provided by the commune where permanent Ho Khau 

status is registered. Furthermore, because the household registration book is used to 

determine family membership, it is not possible for an individual to purchase enrolment 

in the social health insurance program independently of his or her family. Finally, the 

temporary resident registration certificate is still the minimum requirement for utilising 

public health services. For example, as shown in Figure 8-6, the local commune health 

centres (in the research areas) still required temporary resident registration certificate for 

having children compulsory immunization services. The porter is about “THÔNG BÁO 

LỊCH TIÊM CHỦNG” which means “VACCINATION SCHEDULE NOTICE”. The 

final notice (in red) of the poster stated “Tất cả các cháu trọ khi đến đăng ký tiêm mũi 

đầu tiên phải có giấy tạm trú tạm vắng” which mean “All the children who are migrants 

must show temporary registration certificate when register for the first vaccination”.  
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Figure 8-6. A poster on the immunization schedule and rules at the local community 

health centre 

Regarding other basic social services, the lack of permanent residence status prevents 

migrants from accessing a number of social services including access to low-interest rate 

loans, registration for vehicles or certification of documents. One worker shared her story: 

“When I want to build my house… I want to borrow money… with the low-

interest rate from the Vietnam Bank for Social Policies [A government policy 

non-profit bank, offering a full range of financial services to the poor at 

preferential terms and subsidized rates]. I have to travel back to my home 

town [1.300km away] and do all the paper works… I could not borrow it from 

the local branch [because of the lack of residence status]” (MW13, Female, 

35 years old) 
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Migrants also believed that if they did not have a permanent Ho Khau status then they 

were not eligible for the “poor list” which is the official local list of who is considered 

poor and thus eligible for a variety of social assistance measures.  

Other migrant workers also said that the lack of permanent residence status prevented 

their children from going to public schools and childcare facilities. They often had to pay 

extra fees for education. 

“Even at the kindergarten level, I have to send my children to private schools 

because it is impossible to be accepted by public schools” (MW16, Female, 

28 years old)  

Without permanent Ho Khau status, migrants were not able to send their children to 

schools in the public system, especially when the schools are overcrowded. They have to 

send their children to private schools and bear much higher costs.  

Finally, migrants reported facing a number of barriers to participating in the local socio-

political organisations such as The Vietnam Women’s Union or Ho Chi Minh Communist 

Youth Union. The lack of participation in these organisations could effectively exclude 

migrants from useful information and potential supports. “Lack of suitable time”, “not 

eligible due to Ho Khau” and “no one invited” were the main reasons why migrants were 

not able to participate in local socio-political organisations. 

 Conclusion 

This chapter has discussed the issues relating to the health and safety of migrant workers 

that they experience in their living circumstances. The issues were identified from the 

grounded theory study and the community survey among migrant workers. This chapter 
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has presented the identified issues in the five layers of the construct, the migrants’ 

structural, environmental, sociocultural, individual and service areas.  

The next chapter will examine the health and safety issues migrant workers experience in 

their workplace by exploring the felt and expressed needs of the migrant workers in the 

garment factories. Similar to this chapter, the workplace health and safety issues in the 

next chapter will be identified from the ecological model.  
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CHAPTER 9.  WORKPLACE HEALTH AND SAFETY ISSUES EXPERIENCED 

BY THE MIGRANT WORKER IN THE GARMENT INDUSTRY 

“To earn just enough for a living and support my children education, I have 

to work tirelessly… without any problem, day in and day out… just like a 

robot” (Voice of worker, female, 35 years old) 

 Introduction 

As discussed in Chapter Two, Three and Four, the characteristics of working and living 

condition play significant parts in contributing equally to the health and safety issues that 

migrant workers experience. Chapter Eight has presented the findings on migrants living 

circumstances that relate to their health and safety. This chapter discusses the felt and 

expressed needs for health and safety in their working environment. Similar to Chapter 

Eight, the findings presented in this chapter were obtained from the analysis of the 

grounded theory study and the community questionnaire survey. The issues in this chapter 

will be presented according to five categories in the ecological model namely structural, 

environmental, sociocultural, individual and service factors. The chapter also presents the 

findings regarding migrant workers turnover intention, absenteeism and related factors in 

order to shred light to the relationship between the identified health and safety issues and 

the productivity in garment industry in Vietnam.  

 Structural issues related to the health and safety of migrant workers at 

the workplace 

Two main structural issues are identified which influences the health and safety of 

migrant workers in the workplace. These are summarized in Table 9-1.  

Table 9.1: Structural workplace health and safety issues 
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Health and safety issues Explanation 

Pre-migrant training and 

orientation  

No job training or orientation for migrants 

before and during the migrant process 

Collective bargaining power Lack of independent trade union or organized 

worker group that protects the needs of migrant 

workers. The consequence is a weak negotiation 

position for workers if there is a dispute. 

9.2.1. Pre-migration training and orientation 

As discussed in Chapter Four, migrant workers in Vietnam are described as “free 

migrants” or “un-organized migrants”. Free migration is not encouraged under the current 

policies in Vietnam. Therefore, the government does nothing to support the people they 

know will need to move to provide the labour for the developing industries in the 

identified industrial zones. This is a dilemma which the central government has not yet 

resolved. When asked to share their experience of the migration process, all the 

participants described the decision as “spontaneous" and “unprepared”. Migrant workers 

said that they did not receive any support or orientation from the government or any other 

organization before they migrated. Prior to migration, they also received almost no job 

training or had any work experience. In addition, they had insufficient information about 

job opportunities or working conditions at the destination. There is almost no official 

information available for migrant workers about opportunities elsewhere or information 

about working conditions in the different industries. All the information that migrant 

workers have before migration was from their friends or relatives.   

Most migrant workers described a feeling of being overwhelmed when they first arrived 

at the new destination and started to look for jobs. This they ascribed to their lack of 
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preparation and training. They had started with absolutely no information or job skills 

and had no choices but to work for the first company that offered them employment. In 

addition, they had very limited knowledge about labour law and had almost no knowledge 

and skills to work in industrial environments. 

Lack of preparation and job training had significantly constrained migrant workers in 

finding and negotiating job contracts with employers.  The participants also reported that 

this issue had potentially caused a number of advert effects on their health and safety 

including being exploited in the workplace, experiencing workplace violence and 

working under conditions that increased their stress levels.  

9.2.2. Lack of collective bargaining power  

There is only one labour organization for all workers in Vietnam, namely the Vietnam 

General Confederation of Labour (VGCL). It is the legally recognized entity for all labour 

disputes and is commonly called a trade union by all workers. All of the migrant workers 

interviewed could name the trade union officers in their production lines and in their 

companies, but all of the officers were also production line leaders and/or company 

managers which raised concerns about the independence of the VGCL. Although one of 

the key missions of the VGCL is to resolve workplace issues by being a voice for 

employees and acting as a bargaining representative during bargaining negotiations, none 

of the participants considered the VGCL as a source of protection when they had a dispute 

against their employers. A woman explained why she did not go to the VGCL to ask for 

help when she was abused verbally in the workplace:  

“… the Trade Union [officer] in my production line is the production line 

leader [who was her abuser], how could I report to her… The Trade Union 

leader of the company works in the human resource management 
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department…. I had never met him… I didn’t want the company to know that 

I have a problem with my supervisors” (MW7, Female, 29 years old) 

Workers are vulnerable because they are “alone and without any support to lean on” when 

they have a dispute with their supervisors. The absence of an organized workers group 

has significantly reduced the power of garment workers in negotiating better working 

conditions or protecting themselves against any supervisor or management misconduct.  

The story in Box 9-1 reveals that workers need someone who can represent them and 

fight for their rights. 

Box 9-1: The production manager who fights for the needs of workers 

Workers who had worked for a garment company in Hung Yen for more than one year 

often tell the story about a young production manager, named Vinh*, who "listen to 

and fight for" the benefits of workers. Although he had worked for the company for 

only two years, from late 2011 to early 2014, workers who worked for the company 

long enough to know about Vinh still remembered what Vinh had done for them. One 

worker recalled: 

“… there had never been any leader in this company that listened to us and 

brought meaningful benefits to workers like Mr Vinh. But he did not work 

in this company for long… The one who replace him do not listen to us 

anymore” (MW9, Female, 38 years old) 

Above all the qualities of Mr Vinh, workers seemed to be most impressed about and 

grateful for his willingness to “listen to the workers”. They described how he did it: 
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"… he often came and had lunch with us [other managers, production line 

leaders and office workers often eat together in their tables], and we had 

small chat about issues in our lives and our works... Then, one day, he came 

back and told us that the company had solved the problems" (MW9, 

Female, 38 years old) 

Mr Vinh showed to the workers that "their voice is listened" and he would try to solve 

the issues if possible. Workers listed a number of benefits that met the needs of garment 

workers that they claimed Mr Vinh had won for them, including: 

- Changing the starting working time from 7:00 am to 7:30 am so that workers 

could take their children to school before work 

- Only be recorded as coming late if workers are 5 or more minutes late 

- Workers who have children under 2 are allowed to go home 1 hour earlier. 

- Better food in workers’ lunch 

- Benefits that they were entitled to by law (holiday breaks and bonuses)  

Interestingly, Vinh was not a trade union officer and he was not in HR (Human resource 

management department). In fact, his main responsibility was production manager, to 

manage the quality and productivity of all the production lines in the company. 

However, his proactive approach in solving workers’ issues had changed the reporting 

culture among workers during the time he worked at the company. Workers actively 

reported issues and also considered what needs the company could meet. However, not 

all needs could be met. One male migrant explained why Vinh could not resolve all of 

the issues:    
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“The cost must be considered… when doing anything... The company need 

to calculate the cost of everything.” (MW8, Male, 35 years old) 

Obviously, Vinh had provided a channel for workers and the company to solve some 

small issues in the workplace. Unfortunately, this ended after he left the company. 

There is no one else continuing doing what Vinh did or expanding this model.   

* Name of people in the stories had been changed to protect the identities of those 

involved. 

The story clearly demonstrates the benefits that could accrue if there was an independent 

trade union organization protecting workers’ health and wellbeing. 

Allied to a lack of a viable trade union is the management practice of strike-breaking by 

bringing in workers from commercial temporary labour supply companies. A mechanism 

used by garment manufacturers to meet emergency labour demands is employing 

temporary labour. This obviously can affect the power of unorganised strikes and any 

legal trade union activity. Workers reported cases when a company needed a large labour 

force to meet the deadline for a big export order or to break a strike by workers. There is 

an industry fulfilling this need for temporary labour supply in most of the industrial zones 

in Vietnam. Labour supply companies have a list of workers that they can deploy to work 

for any company that needs additional labour. One worker explained the situation in a 

small strike happened two years ago in her company: 

“It started when more than 10 workers from Nghe An stopped working, then 

more than 80 workers followed… they asked the company to increase and 

have a fairer overtime pay… when the Trade Union and the company are 

talking, the manager brought more than 100 workers from two outside 
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companies [labour supply companies] to finish the order… This [event] did 

not continue for too long” (MW16, Female, 28 years old) 

Obviously, the supply of temporary labour diminishes the negotiation position of workers 

during disputes.  

A weak trade union, a lack of worker representatives and temporary labour supply has 

resulted in virtually no collective bargaining power for workers. Consequently, workers 

have to negotiate the conditions related to workplace health and safety and working 

conditions with their employer alone, exposing workers to potential punishment. 

 Environmental issues related to the health and safety of garment workers 

at the workplace 

Garment workers reported a number of issues in the working environment related to their 

health and wellbeing. Those issues are organized into two categories, issues in the 

psychological environment, and in the physical work environment. Table 9-2 summaries 

the environmental issues in the workplace from the perspective of migrant workers in the 

garment factories. 

Table 9.2: Environmental issues at the workplace experienced by workers in garment 

factories 

Health and safety issues Explanation 

Issues in the psychological working environment 

       Low wage Low level of wage and income satisfaction  

       Long working hours More than twelve hours a day and six days 

a week 

       Job demand High level of job demand 
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       Job control  Low level of control over working time 

and work pace, job difficulty and decision 

hierarchy and responsibility 

Issues in the physical work environment 

       Working postures and movements  Strain from sitting or standing for a long 

time, eye strain and repeated activities of 

hand and finger 

        Noise and dust  Exposure to noise and dust at the 

workplace 

9.3.1. Psychological working environment  

From the experience of migrant workers, four factors in the psychological working 

environment influenced their health, low wages, long working hours, job demands and 

job control. 

9.3.1.1. Low wages 

In this study, a low level of income has been identified as a major issue related to workers' 

health and wellbeing. All the participants in the interviews reported that a low level of 

income hindered them and their peers from “sustaining a decent life”, obliged them to 

live in poor living conditions, separated them from their children and prevented them 

from “saving for the future”. One worker reported: 

“…the wage is very low, I have to arrange my expenditure appropriately. 

There is not much for saving” (MW10, Male, 29 years old) 

Approximately two-thirds of the garment workers in the research survey had a monthly 

income of three to five million Vietnamese dongs (VND) (from 150 to 250 USD), just 

above the legal minimum wage in Vietnam. Slightly more than one-third of migrant 

workers had a monthly income of five to seven million VND (250-350 USD). Very few 
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of them (3.1%) had a monthly income of over seven million VND (350 USD). However, 

only just over 20% of migrant workers were dissatisfied with their income (see Table 9-

3).  

Migrants reported that their incomes were barely enough to fulfil their basic needs, which 

included rentals, foods, supporting their family at their home town and "saving for a rainy 

day". Workers were constantly told that if they "have higher productivity", and "work 

harder, longer time, faster speed", they would have a higher income. However, they 

claimed that even if they had done their best, their life would be no better. One worker 

shared her struggle to cover her costs: 

"If [I] knew what had to be done, I would double my efforts [to make things 

work];… [However], I do not know how to make the situation better. All that 

I had been told [to do to increase the income]… was working faster, taking 

two or three parts of the production line and work over time. But, [they are] 

still not enough" (MW9, Female, 38 years old) 

Workers' income also depends on a monthly bonus system which is called the ABC rating. 

Bonuses account for around 30% of the workers' total income. In theory, this bonus is a 

reward for workers who meet or surpass the production target. However, the ABC rating 

also works as a financial punishment to prevent workers from being absenteeism and 

forcing them to “comply with all regulations of the company”. One worker explained the 

ABC rating as it applied to her: 

 “If I make mistakes or do not meet the production target … or if I absence 

for two days a month, [my ABC rating] will be downgraded to B. My monthly 

wage will be 20% lower than others” (MW7, Female, 29 years old) 
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In this system, if workers cannot work all the required working time, at full speed, they 

then face the risk of income reduction.  

9.3.1.2. Long working hours 

Working overtime was always mentioned by the respondents as a characteristic of their 

work in the garment industry when describing their jobs. Many workers described their 

“normal” working time as 7:00 AM to 7:00 PM, six days a week. A worker who does not 

fulfil the “production target” has to stay late or work on Sunday to complete their job 

without pay. The long working hours become more serious when the company needs to 

complete an order for shipping. To finish the order to meet the shipping date, workers 

have to work for more than 15 hours per day. One worker describes their normal working 

hours: 

“… [workers] have to work late almost every day. … the workday starts at 

7.30 A.M and [is expected to] ends at 6.00 P.M. However, we often go home 

at 7.30 P.M or later. [When it is] close to [order] shipping days, we must 

work extra time until 9 P.M or even later until we finish the order" (MW7, 

Female, 29 years old) 

As shown in Table 9-3, while the 2012 Vietnamese labour law stated that the normal 

working time in a week should not exceed 48 hours, 67.6% worked longer than that. 

27.4% of the migrant workers in the survey reported they worked on average for 72 hours 

per week or more, and 40.2% of them worked from 49 to 71 hours per week. 
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Table 9.3. Migrant workers’ working time and income 

Factors n % 

Average working hours per week in the last 4 weeks (n=328) 

<=48 hours/week 106 32.3% 

49-71 hours/week 132 40.2% 

>=72 hours/week 90 27.4% 

Average monthly income in the last 4 months (n=323) 

3-5 million VND (150-250 USD) 200 61.9% 

5-7 million VND (250-350 USD) 113 35% 

Over 7 million VND (over 350 USD) 10 3.1% 

Income satisfaction (n=328) 

Yes 261 79.6% 

No 67 20.4% 

As discussed in the previous section, the pressure to earn enough money for basic needs 

is very great among migrant workers. This pressure is their main motivation for working 

long hours in the garment industry.   

The need to work long hours contributed to the workers’ lack of sleep, prolonged fatigue 

and stress. Workers claimed that at the end of the working day, workers made more 

mistakes due to their stress and fatigue. As shown in Figure 9-1, signs of sleep deprivation 

and fatigue could be observed clearly in the lunch break. 
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Figure 9-1: Lunch break: some tried to have a nap, some continued to catch up with the 

production target. 

Workers are allowed to have one hour of lunch break. However, their lunches in the 

canteen are very quick, only 10 to 15 minutes. Most of them rush back to their position 

to continue working to finish the target or take a nap. One worker explained: 

“After tired working hours, cardboard and a corner to lean on are also 

desirable. … [We] need a nap to be healthy, alert for working hours to the 

end of the day” (MW10, Male, 29 years old) 

In addition, long working hours constrained workers from having enough time to take 

care of themselves and their family, causing a number of work-life imbalance issues 

which has been discussed in the previous chapter.  

9.3.1.3. Job demand 

When asked to describe the nature of garment work, workers described their job as 

“boring”, “high pressure”, and “demanding”. Garment workers claimed that the job 
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forced them to “work very hard” and they “barely have enough time to complete the 

work”. They must work very fast to fulfil the requirement of the job.  

Furthermore, due to the nature of the production line, the productivity of the line partly 

depended on the productivity of every worker. One worker explained the high demand of 

the job: 

“I only stay home when [I feel] too weak and ill. I work in the storage and 

delivery position. If I do not work… the progress of other process lines will 

be slow. My wage will be deducted. So, I must go to work even when I am 

sick” (MW13, Female, 35 years old) 

The ultimate aim of a production line is to complete the production target which always 

seemed to be "almost unachievable" and "had been set close to the highest ability of the 

production line" according to some workers. If anyone could not finish his or her 

production target, they had to spend time outside of the paid time, either lunchtime, time 

after the working day or on Sunday, to achieve the target. Since the work of the people 

further down the production line depend on the products of the people at the start of the 

production line, the productivity of all the workers in the entire production line has to be 

synchronized. 

Workers and their supervisor are rewarded when they produce more than the production 

target.  The more product they produce, then they will get a higher productivity bonus. 

One participant explains the main motivation behind the pressure from their peers and 

supervisor: 
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"[Everyone's] incomes are based on the completion of production target and 

how many more [produces is completed] every day. When [dealing with] 

benefit… everyone becomes very serious" (MW21, Female, 26 years old) 

Pressure for a higher work pace is continuous and happens every day. The pressure 

becomes higher and higher towards the end of the day, building up “like a pressure 

cooker”. Towards the end of the working day, the pressure became "very real" and 

"stressful". The pressure also becomes much more intense when it is close to the shipping 

day of the order. Finishing the order on time is a must because the company will have to 

pay a fine for any delay in shipping.  

Dealing with the pressure to work at a high pace causes the most frequent interpersonal 

issues in the workplace. Approximately 70% of migrant workers in the survey reported 

that they were pressured to work at a high pace. Among worker who reported this 

pressure, around 60% of them felt discomfortable. 

The workers described the effect of the pressure on their mental health such as panic or 

anxiety. One worker revealed her anxiety about going to work due to pressure to meet the 

production target: 

“The only thing that I could think of [when I get home] ... is production target. 

Sometimes, I hate to go to work thinking about the production target [that I 

could not finish yesterday]” (MW17, Female, 20 years old) 

In addition, some workers also described feeling guilty when they could not finish the 

target which would reduce the income of their peers. Others reported feelings of 

frustration and helplessness because they felt that they were not able to catch up with the 

demand of their peers and supervisor. In addition, workers claimed that their ability to 
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concentrate was seriously affected because of the pressure and the repeated reminders to 

complete the production target. 

Karasek’s job demands-control model (Karasek Jr, 1979) has been used to investigate the 

occupational stress among this group. Table 9-4 shows that among migrants answering 

the questionnaire, 52.47% belonged to the high psychological job demand group, based 

on the Karasek’s job demand and control model.  More than one-third of the migrant 

workers (36.9%) belong to the high-strain group which has a high job demand and a low 

level of control over their job.  

One migrant described how she felt about the effects of everyday exposure to 

psychological hazards at the workplace:   

“Those things [pressures at workplace] seem to be small, but [workers] deal 

with them daily... [These pressures] overlap and build up. …like a pressure 

cooker, it looks fine outside, but it can explode at any time. (MW15, Female, 

43 years old) 

High level of job demand had significantly contributed to the level of stress among 

garment workers. 

9.3.1.4. Job control level 

The job control level is identified as a significant issue contributing to garment workers' 

health and safety in the garment factories. Among migrant workers answering the survey, 

31.5% of them belonged to the low-level job control group, based on the Karasek’s job 

demand and control model. Three aspects of job control had been investigated in this 

study, working time and work pace control, task difficulty and decision hierarchy and 

responsibility. 
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Workers had almost no control over their work pace. As mentioned in the previous 

section, they were constantly asked to keep up with the “production target”, the amount 

of product that one worker must do in a certain period. Workers who did not meet the 

production target had to work overtime without pay to finish it. The production target was 

also applied to the “production line” which was a team of about 20 workers working 

together on one product. Therefore, workers also experienced pressure from peers to work 

as quickly as they could.  

In addition, garment workers had very minimal control over the start time and end time 

of their job. Working time was controlled using a fingerprint scanning system and a high 

penalty was applied to workers who had a day off, were late or left early. 

"… very difficult to ask for approval [for go home early]. If we have an urgent 

personal matter, we have to report our production line leader for leaving the 

company soon. … the leader rarely allows us to go home early.” (MW15, 

Female, 43 years old) 

In addition, many workers often have to stay late or work extra time to finish the 

production target and correct product errors. 

"We have to spend extra time to correct our errors. Many of us [have to] stay 

late or work on Sunday to correct our products…. [Workers] are not paid for 

it [correcting errors] (MW4, Female, 26 years old) 

Another common complaint from workers was the low level of control over taking a break 

when working. Although there is no specific rule on break time of workers, the pressure 

of the production line forced workers to limit their break time. One participant described 

her working condition: 
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"… no time for talk [with my co-worker], even time for a toilet break. 

Everyone thinks that he or she is not keeping up with the production target. 

No one dares to talk" (MW7, female, 29 years of age) 

The garment worker also reported that the level of control over absenteeism and holiday 

break was low. As discussed, workers' ABC rating [the monthly productivity bonus level] 

will be reduced if the worker has one-day absence without notice or two days absence in 

a month.  

Table 9.4: Measuring Job Demand and Control of migrant workers 

Factors  n % 

Psychological demand (n=328) 

Low  155 47.3% 

High  173 52.7% 

Level of job control (n=328) 

Low  103 31.4% 

High  225 68.6% 

 Level of working time and work pace control 

(n=328) 

Low  139 42.38% 

High  189 57.62% 

 Level of job difficulty control (n=328) 

Low  122 37.2% 

High  206 62.8% 

  Level of job hierarchy and responsibility control 

(n=328) 

Low  19 5.79% 

High  309 94.21% 

Level of job strain (n=328) 

Low  207 63.1% 

High  121 36.9% 
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Consequently, a high proportion of workers have low level of control over their working 

time and work pace. As shown in Table 9-4, more than 42% of workers in the study 

complained that they had a low level of control over working time and work pace. 

The task difficulty is another element of job control that was identified by many garment 

workers. The level of task difficulty depends on the order that workers and their 

production line are allocated. Because all the products they make are designed by a 

foreign fashion company, the type of garments workers had to deal with could vary 

greatly. One worker explained how task difficulty could affect her income: 

 “[the difficulty of the job] depends on the order… [So] out wage also 

depends on the difficulty of the order. For example, if we work on the dress 

order which is very hard to make… We make fewer items per hour… our wage 

is lower" (MW9, Female, 38 years old) 

The most difficult type of order is a new type of product which requires new techniques 

or new materials. Workers in the production line will have to learn those new things 

quickly and finish the order on time.  

In addition, the production target is set by the management team. Workers do not have 

any say in how the target is calculated. One worker explained: 

“[the production target] depends on the order. For example, regarding the 

order that I am working now, the target [set by the production manager] is 

more than 200 pieces a day." (MW10, Male, 29 years old) 

As the production target is one of the most important benchmarks of workers’ 

productivity and income, workers felt that it was unfair when they have no control over 
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this essential part of the task difficulty. Table 9-4 shows that 37.2% of migrant workers 

had a low level of task difficulty in their workplace.  As explained by study participants, 

their job is "simple" and workers could control the sequence and the way they worked. 

Only slightly more than 5% of migrant workers reported a low level of the decision 

hierarchy and responsibility control.  

9.3.2. Physical work environment  

According to garment workers, two key factors in the physical work environment that 

closely related to garment workers’ health are working postures and movements and high 

level of noise and dust.  

9.3.2.1. Working postures and movements 

This research identified that workers' working postures and movements play important 

roles in worker health and safety. These would include sitting and standing and repeated 

movement of hand and finger, and also eye strain due to working with small objects. 

 

Figure 9-2: Working equipment is not adjustable 
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The nature of garment work is doing one or two simple tasks for a very long period of 

time. Most of the tasks require workers to sit (see Figure 9-2). Other positions such as 

ironing and quality checking, require workers to stand while working (see Figure 9-3).  

 

Figure 9-3. Ironing position, the worker stands to work 

Due to the intensive specialised task allocation, workers have to sit or stand almost their 

entire working day. There are very few opportunities for workers to change their work 

postures.  

Table 9.5: Working postures and movements issues in the workplace 

    n % 

Stress on eyes due to working with small objects 

       Exposed 296 90.2% 

  Very discomfortable 16 5.4% 

  Discomfortable 199 67.2% 

  Comfortable 81 27.4% 

       Non-exposed  32 9.8% 

The repetitive activity of hand and finger 

       Exposed 320 97.6% 

  Very discomfortable 29 9.1% 

  Discomfortable 147 45.9% 
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  Comfortable 144 45.0% 

       Non-exposed  8 2.4% 

Sit continuously for a long time 

       Exposed 304 92.69 

  Very discomfortable 16 5.3% 

  Discomfortable 178 58.6% 

  Comfortable 110 36.2% 

       Non-exposed  24 7.32 

Stand continuously for a long time 

       Exposed 117 35.7% 

  Very discomfortable 18 15.4% 

  Discomfortable 89 76.1% 

  Comfortable 10 8.5% 

       Non-exposed  211 64.3% 

As displayed in Table 9-5, prolonged sitting is the factor to which the second highest 

proportion of garment workers are exposed. More than 90% of workers complained that 

they had to sit continuously for a long time when they worked, and more than 60% of 

them were discomfortable with the experience. 

According to female garment workers, prolonged sitting for more than 12 hours a day 

makes their back hurt. One woman revealed: 

‘… Every month, women always have a few discomfortable days. In those 

days…, [after] sitting for the whole day, my back is horribly hurt… [I] could 

not sleep or eat… when I am home. (MW4, Female, 26 years old) 

Other factors contributing to the discomfortable working posture are the design of their 

work stations and equipment. Their table and chair are "hard" and small with very little 

room to move. In addition, their chairs do not have back support and the chair and table 

height is fixed (see Figure 9-2).  

A smaller proportion of workers reported that they had to stand for a long period of time 

at their workplace. Only 35.7% of workers in the study said that they were exposed to 
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this hazard. However, most of them (91.5%) felt discomfortable when exposed to 

prolonged standing. 

Workers claimed that prolonged standing at work causes damage to their legs including 

muscular fatigue and pain, some early symptoms of swelling of the legs and varicose 

veins. One worker described his bad day after work. 

“… come home from after almost twelve hours of standing, I feel very tired 

and sometimes pain in my feet and my joints… Some days, I could clearly feel 

that my blood pooled in the legs.” (MW18, Male, 30 years old) 

In addition, low back pain and pain in the neck and shoulders are also reported by workers 

who worked in a standing position for a long time. 

Complaints also raised about the repetitive nature of the work and the overuse of hands 

and fingers in the garment work process. As shown in Table 9-5, almost all garment 

workers in the study (97.6%) complained that they were exposed to repetitive activities 

of hand and fingers. The intensive use and fast working pace combined with long working 

hours, and repetitive movements, caused several common occupational overuse 

symptoms among participants, including neck and shoulder numbness and pain, 

inflammation and swelling in upper limb joints and muscles.   

Another issue is eye strain due to the prolonged and intensive use of sight when working 

with small objects. Slightly more than 90% of workers in the survey said that they were 

exposed to eye strain. More than 70% of them were discomforted from this. Common 

complaints include headaches, blurring of the vision, and feelings of eye dryness and 

itchy feeling in the eye. One worker explained:  
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"… focusing on the small things for a long time, our eyes will be very tired… 

In some last hours of the working day, [I] often feel very sleepy and making 

many errors" (MW15, Female, 43 years old) 

The vision fatigue after extended use of the eyes reduces productivity and increases the 

errors made by workers. 

9.3.2.2. Noise and dust 

Garment workers claimed that they are exposed to noise and dust every day in their 

workplace. Some positions in the production line have a higher level of pollution than 

others. One male worker described his working condition. 

“[I work in] the ironing position… is the noisiest, dustiest and hottest position 

in the production line… The steam irons continuously blow hot air and 

steam… the ironing table is fitted with ventilation fan to fix the product to the 

table [which is] very noisy and dusty” (MW18, Male, 30 years old) 

Exposure to noise at the workplace was considered a major threat to the workers’ 

wellbeing. The source of noise in the factories is mostly ventilation fans and ironing 

tables. One worker explained why they felt "annoyed" with prolonged exposure to noise: 

"The noise is the most annoying… The noise from all the ventilation fans is 

not too loud… but it is going on all the time, especially in the hot days… When 

I get home, I feel exhausted and very difficult to sleep."  (MW10, Male, 29 

years old) 

Table 9-6 shows that exposure to noise was reported by more than three in four workers 

answering the survey. And more than 75% of them felt discomfortable or very 
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discomfortable with the exposure. The prolonged exposure to noise caused stress and 

fatigue from "lack of and interrupted sleep". On top of the effects of tiredness, workers 

also claimed that a noisy environment caused poor concentration and lowered their 

productivity in the workplace. 

Table 9.6: Physical work environment 

 Issues   n % 

Dust 

        Exposed 210 64% 

  Very discomfortable 33 15.7% 

  Discomfortable 118 56.2% 

  Comfortable 59 28.1% 

        Non-exposed  118 36% 

Noise 

        Exposed 255 77.7% 

  Very discomfortable 33 12.9% 

  Discomfortable 165 64.7% 

  Comfortable 57 22.4% 

        Non-exposed  73 22.3% 

Similarly, exposure to dust is an ongoing issue faced by garment workers. Nearly two in 

three workers who answered the quantitative questionnaire complained that their working 

environment is dusty. And more than 70% of them felt discomfortable with it. In the 

qualitative study, garment workers had associated exposure to dust with some of their 

respiratory problems such as sore throat, sinusitis and pneumonia. In addition, workers 

worried about the long-term health effects of dust such as lung cancer and chronic lung 

infection.   

 Sociocultural issues at workplace related to workers’ health and safety 

Sociocultural issues at the workplace are factors arising from the garment workers’ close 

relationship at their workplace with peer workers and direct supervisors. When these 

relationships go wrong, they can increase the workers’ risks of ill health and injury. Two 
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sociocultural issues have been identified that relate to the workplace condition, namely 

verbal abuse and workplace bullying. Table 9-7 summaries the sociocultural health and 

safety issues that garment workers experienced in the workplace. 

Table 9.7. Sociocultural health and safety issues in the working environment of migrant 

workers  

Health and safety issues Explanation 

Verbal abuse at workplace Repeated statements that result in emotional 

damage or hurtful verbal communications, 

including humiliating comments, insults and 

shouting 

Workplace bullying Frequent and consistent emotional attacks from 

supervisors, including inappropriate financial 

punishment, unreasonable task allocation and 

criticism 

 

9.4.1. Verbal abuse at workplace  

The most frequently mentioned issue in the garment workers’ interpersonal relationship 

in this study is verbal abuse at the workplace mostly from the workers' direct supervisors. 

The use of verbal aggression such as yelling, shouting and insulting language is described 

as "very common" and "happen every day".  Many cases of using profanity were also 

reported. One worker reported: 

"Shouting, scolding and cursing are common… especially in the afternoon 

when the pressure to meet the production target is very high. Sometimes, I 

feel very afraid [being shouted at], I even cried several times." (MW12, 

Female, 26 years old) 
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Most of the time, these verbal aggressions happened in front of the whole production line 

which makes the offensive language more painful for the workers. In addition, most 

workers claimed that they had been "unreasonably" yelled at and not because of their 

faults or something they had done wrong. One explained why they were yelled at: 

“… the leaders are sometimes too strict to workers... especially when they 

ask workers to correct the production errors …or ask workers to increase 

work pace that obviously over [the workers'] ability to cope." (MW14, Male, 

28 years old) 

A special type of verbal abuse at the workplace is discrimination against workers from 

ethnic minority groups. One worker recalled many cases of racist intimidation from her 

supervisor which made her feel "less important and undervalued". She described how 

those occasions have increased her sense of vulnerability: 

“She [the production line leader] makes fun of my ethnic background many 

times in front of everyone. Since then, I always feel that other people are 

talking [behind my back] about my ethnic” (MW2, Female, 41 years old) 

It was stated by most of the participants that their supervisors used "yelling" and 

"shouting" as tools for "supervision", "to keep working to keep up with production target" 

or "to make workers remember the mistake that they made". In this manner, verbal abuse 

is justified by managers and leaders. Also, workers do not realise that verbal aggression 

and verbal abuse is against labour laws. Management by shouting and verbal aggression 

was a common practice in garment factories in this study. When the verbal aggression 

becomes more repeated and consistent, it becomes verbal abuse which causes much more 

significant damages. 
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More seriously, most workers do not know how to deal with verbal abuse. They have 

contained the experience within themselves or avoid feeling by "wish that the situation 

would go away or somehow be over" (migrant interview comments). One revealed how 

she responded [or did not have any response] to the situation: 

“… when we are shouted or cursed, we were frustrated. But [I] don’t know 

what to do with it ...” (MW9, Female, 38 years old) 

As showed in Table 9-8, of 328 migrants who responded to the questionnaire, 16.8% 

reported that they had been exposed to verbal abuse in the past four weeks (in June 2017). 

And 81.8% of those people were discomforted by the abuse, 18.2% felt "very 

discomfortable" and 63.6% "discomfortable" with the experience (see Table 9-8). 

Although, there is a higher rate of reporting exposure to verbal violence among males 

compared to females and among ethnic minority workers compare to Kinh ethnic 

workers, no statistically significant relationship has been found (see Appendix 4 for the 

bi-variable analysis of verbal violence and demographic characteristics). 

Table 9.8: Prevalence of exposing to psychological issues workplace among migrant 

workers 

 Issues   n % 

Pressure for high work pace 

         Exposed 225 68.6% 

  Very discomfortable 8 3.6% 

  Discomfortable 126 56.0% 

  Comfortable 91 40.4% 

        Non-exposed  103 31.4% 

Verbal violence 

        Exposed   55 16.8% 

  Very discomfortable 10 18.2% 
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  Discomfortable 35 63.6% 

  Comfortable 10 18.2% 

        Non-exposed  273 83.2% 

In a "military style" management system, where the supervisors have significant power 

to allocate tasks and set the worker’s productivity and are allowed to do what they can to 

increase productivity, workers have very limited power to deal with the situation. One 

worker explained: 

“… She [The production line leaders] faces enormous pressure [to keep the 

production target]. [So] The only thing they care is how to increase 

productivity. They don’t care about [workers’] emotion.” (MW12, Female, 

26 years old) 

In addition, there is no mechanism for workers to report the issue. The lack of protection 

from the Vietnam General Confederation of Labour and the lack of worker representation 

(which will be discussed in following sections) further increases workers vulnerability. 

The participants described a number of effects of verbal abuse on workers’ health, starting 

from “shock and anger” at some of the first exposure to aggressive communication to 

more significant health outcomes. Workers who were exposed to repeated verbal 

aggressions felt rejected and devalued because they thought “this is not the way an adult 

should be treated”. Some said that after they had experienced verbal abuse it made them 

feel “unable to fall asleep”, “do not want to eat” and “have a headache” when they went 

home. Most of the time though, workers felt that their supervisors had “exploited them 

for… [supervisors’] benefit” (migrant interview comments).  

Panic and anxiety attacks were also reported, especially among younger and less 

experienced workers. Additionally, absenteeism due to exposure to verbal abuse was also 
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very common. Four young garment workers recalled that they had taken a day off because 

they were "afraid of meeting their supervisor". The workers’ intention to leave their 

employment was also an outcome of exposure to verbal abuse. 

9.4.2. Workplace bullying 

Workplace bullying is another issue that was identified in this study. Unlike verbal 

aggression, garment workers did not know what workplace bullying is. However, workers 

had described how their supervisors “create many difficulties for me” or “criticize me all 

the time”. Some cases of bullying had been reported by the workers but the retaliation by 

management had made the situation worse. Although bullying did not appear as 

frequently as verbal abuse, bullying had created an environment of fear in the workplace. 

One worker explained what had happened in some production lines: 

“… from outside, my process line leader is a very hot temper, but after that 

everything is back to normal. In other lines, if the workers argue [with the 

line leader], they might intimidate the worker or criticize them all the time" 

(MW5, Female, 31 years old) 

Garment workers’ direct supervisors often used personal emotional attacks, inappropriate 

financial punishment, unreasonable task allocation and criticism, retribution to workers 

who did not acquiesce to them and intimidation to control workers. 

Unreasonable and repeated criticism and punishment, singling someone out and treating 

them differently and reducing the productivity calculation were also mentioned as 

bullying actions that were used by the production line leaders. One migrant described 

how her supervisor used financial punishment to devastate her life: 
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"…My productivity was always under-reported and she (line manager) 

reduced my ABC levels …It is very frustrating when I was punished. [I] had 

worked very hard to earn this small amount of money… [that] barely enough 

to fulfil my basic needs. Then it was washed away without any reason. [When 

it] happened, again and again, I almost feel like I could not live any more" 

(MW14, Male, 28 years old) 

As discussed in the previous section on verbal abuse, workers have very limited abilities 

to deal with psychological attacks from their supervisors. Garment workers report on their 

frustration and stress when being bullied or experiencing their friends being bullied. They 

are very reluctant to talk about their personal experiences with workplace bullying 

because they claimed that "it seems no one believes me". They described the feeling of 

shame and isolation when they were forced to "openly bow down" to their supervisor in 

order to get away from the situation.  

Bullied workers also had trouble sleeping due to their anxiety and panic attacks. Another 

garment worker shared the story in which the anger she obtained from experiencing 

bullying at the workplace had significantly affected her family life. These experiences 

have traumatized bullied workers and made them feel powerless, disoriented, and 

helpless. 

Workplace bullying significantly affected job performance of not only the bullied 

workers but also workers who witnessed other workers being bullied.  Many reported that 

because of the bullying, they and their friends had very low morale and productivity 

because they felt that they “did not want to work or do anything”. In addition, five workers 

told of close peer workers in the company who had left the factories to find other jobs in 
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order to escape from the bullies. One worker remembered the experience of her roommate 

and peer worker in the company:  

“…[her co-worker and room-mate] had a dispute over her productivity 

calculation [with her line leader] and she had complained it with the 

manager. Since then, she faced many difficulties [created by the line leader]. 

… [The line leader] always over-criticised her errors and reduced her 

productivity. She always had [to stay late] to correct the errors without pay” 

(MW6, Female, 28 years old) 

When the situation worsened, moving away from the situation by gaining work in other 

companies seemed to be the only option that these workers had.  

 Inadequate awareness of health and safety laws 

From the viewpoint of migrant workers, only one individual issue that related to health 

and safety of migrant workers in the garment industry was identified, namely inadequate 

awareness of health and safety laws. According to migrant workers, those individual 

issues were attributed to their agricultural background. 

Many workers admitted that they did not understand the terms and conditions in the 

labour contract that they signed with the company. They admitted that they did not know 

what their legal rights and responsibilities were as a worker. One migrant explained why 

they did not have the basic knowledge of labour law: 

“… [I] came from an agriculture background. No one around [me] worked 

for a company. When [I] went to the city to search for jobs, I went without 

any idea about labour law” (MW1, Female, 22 years old) 



257 

 

The lack of knowledge about the rights and responsibilities as a worker significantly 

increases the vulnerability of workers to labour exploitation and misconduct from 

employers which often leads to disadvantage and injustice. One worker described an 

example of exploitation: 

“... in the company [that I worked before I came here], they told me that I 

have to serve a three months' unpaid probation. I never saw my [health] 

insurance card” (MW6, Female, 28 years old) 

Workers only gain knowledge labour law when illegal issues happen to them. The 

participants reported that the main sources of information about basic labour law were 

the internet. However, they claimed that most of the documents about the labour laws 

were very long and were written in complex terms that were very hard for them to 

understand. Another source of information that was mentioned by garment workers is the 

health and safety training provided by the company. However, none of them remembers 

or understand the lecture which was described as "very short, in a room of more than two 

hundred people, and the teacher talks all the time about so many things" (migrant 

interview comments). 

The participants also don’t know where to go when they needed information or 

counselling for legal matters. The notion of obtaining legal advice from lawyers or 

Vietnam General Confederation of Labour officer was very alien for them as "lawyer is 

only work in the court" and “trade union officer is also the line managers” (migrant 

interview comments).  
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 Weak safety culture and a reactive approach to health and safety 

management 

A weak safety culture and a reactive approach to health and safety management have been 

identified as significant issues related to workers health and safety in this study. Workers 

did not understand the term “safety culture”. But when asking workers about "the way 

health and safety issues are handled in this company" or “the way your health and safety 

is protected here”, they could easily describe their concerns. Workers describe the safety 

culture as “there is no one responsible for health and safety” or “health and safety rules 

and health and safety system only exist formally” (migrant interview comments).  

An example of a weak health and safety culture is in health and safety training for 

workers. As discussed above in section 9.5, health and safety training for workers is not 

effective in informing workers about health and safety issues. Workers only received 

training about general topics such as fire safety but no training about safety in their jobs. 

Health and safety policy has not been communicated to workers. Workers learned about 

health and safety from their own suffering in the workplace.  

In addition, the reporting culture is also very weak. Workers did not know how and who 

to report to when they faced health and safety issues. Furthermore, garment workers 

believed that if they did report, nothing will change. In addition, workers did not feel that 

their supervisor and the management system cared about their health and safety. One 

migrant answered the question of why workers do not report health and safety issues: 

“[Because] if we want to report it, we do not know who to report to. … [other 

workers] told me that they had stopped reporting… because [the reported 

matters] … had never been resolved” (MW5, Female, 31 years old) 
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There is also a systematic cover-up of reports in their workplace. One example of this is 

how the companies had asked their workers to cover-up workplace issues in interviews 

with customers about health and safety enquiries. The main customers of the garment 

factories were foreign enterprises who, due to their corporate social responsibility, often 

performed audits of the health and safety and labour law compliance of their 

manufacturers. One worker reported how workers are told to respond to these enquiries:  

“… when they [customers]… come [to the company], we are told to respond 

carefully. If not [reporting carefully], the customer will not buy from us… 

[which will] affect the income of the company and... our income ... So when 

we meet up with them [customers], [we] always say good things about the 

company.” (MW9, Female, 38 years old) 

Furthermore, garment workers also described many cases of taking shortcuts in 

compliance with health and safety rules, especially when there is pressure to meet 

production targets. The participants admitted that the overall health and safety culture had 

affected the health and safety practices of the workers themselves. For example, although 

most workers knew that dust in their working environment is a risk to their health, many 

workers did not use facemasks when working because "it is hot and obstruct breathing". 

Another worker reported an example of taking a shortcut: 

"[I] often have to carry a heavy load [of products] to the storage room. I 

know that I have to ask my friend to help me because of it too heavy for me 

[to do it alone]. … to the end of working day, everyone is busy, so my line 

leader always asks me to do it quick… alone." (MW14, Male, 28 years old) 
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The workers’ supervisor knew about those issues, but he turned a blind eye to those 

breaches of health and safety rules.  

 

Figure 9-4. The company health clinic 

Figure 9-4 shows a breach of health and safety regulation from a person who is 

responsible for workers' health and safety in the workplace in a garment factory. This 

picture was taken in one garment company health clinic where the company nurse 

worked. The factory nurse stored clothes in the clinic so that she could do extra work 

during her free time. This was contrary to the fire safety rules and the function of the 

clinic.   

Clearly, the health and safety system was not designed to protect workers’ health and 

safety. In addition, the safety culture was weak and workers did not feel protected.  

 Turnover intention and Absenteeism 

Turnover intention and absenteeism are two most common health and safety outcomes 

reported by workers. This section investigates the prevalence of turnover intention and 

absenteeism and the relationship between turnover intention, absenteeism and the health 
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and safety issues discussed in this chapter. 

9.7.1. Turnover intention and the burden of work and life9 

Turnover intention was common among migrant workers in the garment factories. All 

twelve participants expressed the intention to leave the factory. In addition, the 

interviewees had witnessed the high turnover rate and turnover intention among their peer 

migrant workers. Turnover intention became a common topic of chatting conversation 

among workers. One participant described: 

“My processing line has fewer and fewer workers every month… many new 

workers came but more quitted their jobs... Sometimes, we discuss about job 

opportunities in the lunch time” (MW4, female, 26 years of age) 

Some of the participants also were very active in searching for new jobs such as searching 

for information about new jobs, learning new skills or qualifications and submitting “ho 

so xin viec” (a set of documents including curriculum vitae, letter of application and other 

certificates) to a new company. 

Within the dynamic process of considering staying or leaving their company, three groups 

of factors motivating migrant workers to think about quitting their job are individual 

demographic characteristics, factors in their living circumstances and factors related to 

their work and working conditions.  

                                                 

9 This section was adapted and was submitted to Asia Pacific Journal of Human   

Resources: Pham, C.T.; Phung, D.; Nguyen, T.L.H; & Chu, C. (2018). Turnover 

intention among Migrant garment workers in Vietnam: The pressures from the double 

burden of work and life. Asia Pacific Journal of Human Resources. (Under review). 

The researcher was the main author of the paper with help from his supervisors in 

conceptualising the study and revising the manuscript. 
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As described in the previous sections, the participants considered garment jobs as labour 

intensive, low wage and “hardship” jobs. Due to the low skill-low wage stereotype of the 

job, interviewees considered one who were belong to the socio-economic or demographic 

groups that enable to find a “better” job should do so. In the interviews, participants 

expressed how some personal characteristics such as gender, age, marital status, ethic, 

and level of education influence their and their peers’ intentions to find another job. 

Many participants mentioned the relationship between education level and labouring jobs. 

Participants had the perception that a worker with higher education level, especially 

vocational or tertiary education level, should find a more “skilful” job. Meanwhile, people 

with low education level, especially primary education level and lower had “no other 

choice” but doing labouring work to earn their living. Similarly, some interviewees 

thought that younger, single, and “new” (migration in less than 2 years) migrant workers 

should be more active in searching for new job opportunities because they were still able 

to take the risks of having a new job.  

Furthermore, most of the participants thought that garment work is more “suitable” for 

female workers than for male workers. One male worker explained:  

"It is said that garment work is only for women… This job needs meticulous 

patience, not suitable for men... Men should find better jobs" (MW10, male, 

29 years of age) 

As Vietnamese culture is still strongly influenced by Confucianism, garment work was 

still considered the job for females. Consequently, male migrant workers faced with 

pressure to change their job.  

Among workers answering the quantitative survey, nearly half of them (46.3 %) stated 
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that they were ‘‘very likely’’ or ‘‘somewhat likely’’ to leave their current position within 

1 year, 20.1% of them reported that they had searched information about a new job in the 

last 12 months; 11.6% of them had studied for a new skill or qualification that could help 

them to find a better job and 11.6% of them reported that they had submitted “ho so xin 

viec” for a new job (see Table 9-9).  

Table 9.9. Turnover intention and search behaviour 

 Attributes n % 

Turnover intention 

No 176 53.7% 

Yes 152 46.3% 

Searching information about new job  

Yes 66 20.1% 

No 262 79.9% 

Studying new skills or degree  

Yes 38 11.6% 

No 290 88.4% 

Submitting CV for new job  

Yes 38 11.6% 

No 290 88.4% 

The relationship between turnover intention and a number of demographic variables, 

living condition variables and working condition variables had been tested using bivariate 

analyses with using Chi-square test and Pearson correlation coefficients (See Appendix 5 

for detail of the bi-variable analysis).  Eight variables had shown a statically significant 

association with including age, gender, education level, social connectedness, migration 

intention, income satisfaction, psychological demand, verbal violence and working hours. 

These variables had been added to a multiple logistic regression model using a backward 

stepwise approach. In addition, job control, which is a significant factor explaining 

turnover based on the qualitative study, also added to the first model. Variables that did 

not have statistically significant relationship with turnover intention were taken out of the 

model one at a time. The final reduced logistic regression model is presented in Table 9-
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10. 

Being a male worker (versus being a female worker) is the only factor in the demographic 

characteristics of the migrant workers that was significantly associated with turnover 

intention among migrant workers (OR=2.5; 95% CI: 1.3-4.8). This gender preference is 

also reflected in the low proportion of male migrant workers in the garment industry in 

this study, where less than one in four participants is male. This gender imbalance is 

common in the garment industry and in other light manufacturing industries such as shoe 

making, seafood processing and electrical device manufacturing in Vietnam (Vietnam 

GSO, 2017).   

Table 9.10: Multivariable logistic regression analysis of characteristics associated with 

turnover intention (n=328) 

Characteristic OR P value 95%CI 

Demographic characteristic         

       Gender (male) 2.5 <0.01 (1.3 4.8) 

Living circumstance         

        Migration intention 13 <0.001 (7.1 24) 

Working condition         

        Income dissatisfaction  3 <0.01 (1.5 6) 

        High psychological demand 2.5 <0.001 (1.4 4.4) 

        Low job control 1.7 <0.1  .  . 

Among people having migration intention, 83.3% of them had intention to quit their job 

in the next 12 months, compared to 26.7% among people without migration intention.  

In the final version of logistic regression model, migration intention is the only factor 

statistically associated with turnover intention (OR=13; 95% CI: 7-24). The odds of 

having turnover intention among migrant workers who reported migration intention are 

13 times higher than the odds of turnover intention among workers who did not intend to 

migrate. 
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Among factors in the working condition, three factors were associated with turnover 

intention: income dissatisfaction (OR=3, 95% CI: 1.5-6), high psychological job demand 

(OR= 2.5, 95% CI: 1.4-4.4) and low job control. 

Surprisingly, although “long working hour” were mentioned by many respondents in the 

qualitative interviews as factors related to turnover intention, the multi regression analysis 

of the survey data showed that the amount of working time, which in many cases was 

over 72 hours per week, was not statistically associated with the turnover intention. These 

findings imply that having flexibility in the working hours, as a measure of higher job 

control, is more important than the actual number of working hours in predicting turnover 

intention. This could be confirmed by findings from other studies which reported that 

having flexible working time could reduce the rate of turnover intention (Allen et al., 

2006; Lee & Kang, 2018).  

Scientific scholars have recognised the relationship between pay dissatisfaction and 

turnover intention (Price, 2001; Wong & Wong, 2017). While “low income” and “to earn 

higher income” were referred to by many interviewees as the main reasons of turnover 

intention, the findings from the regression model suggest that the level of monthly salary 

was not significantly associated with turnover intention. 

9.7.1. Absenteeism and related factors 

As mentioned in the above sections, the companies’ wage policy and peer pressure are 

against the migrant workers’ absence regardless the reason why workers could not go to 

work. Workers’ wage depends on the productivity and the amount of days they work. In 

addition, workers income could be further reduced due to the reduction of the ABC level 

[the monthly productivity bonus level]. 
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“Only 1 day off work without notification, you will be downgrading your ABC 

level. Or [it is the same] if you have 2 days with notification a month” (MW6, 

Female, 28 years old) 

That is why all study participant claimed that they tried to “avoid absence” as much as 

possible. Therefore, workers only absented only when absenteeism was “unavoidable” or 

they felt “too ill to go to work”. As shown in Table 9-11, only 73 of garment workers in 

the quantitative study (22.3%) reported an absence in the past 3 months. Among them, 

nearly 60% absented for one day in the past 3 months, 30% absented for two days, only 

11 of them (11%) absented for more than 2 days.  

Table 9.11: Absenteeism among migrant workers 

Attributes n % 

The absence in the past 3 months 

Yes 73 22.3% 

No 255 77.7% 

Number of absences in the past 3 months   

  1 absence 52 71.2% 

2 absences 19 26% 

> 2 absences 2 2.8% 

Number of days absent in the past 3 months 

1 day 43 58.9% 

2 days 22 30.1% 

>2 days 8 11% 

The relationship between absenteeism and a number of demographic variables and 

working condition variables had been tested using Chi-square test (See detail of bi-

variable tests in Appendix 6). Five variable which had statistically significant 

relationships with absenteeism (with p-value <0.1), including the level of job control, 

level of social support at the workplace, exposure to verbal violence at the workplace, 
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income dissatisfaction, and exposure to financial punishment for errors at workplace had 

been added to the backward stepwise logistic regression. The final model of logistic 

regression is presented in table 9-12. 

Table 9.12: Multivariate analysis of factors associated with absenteeism 

Attributes OR P value 95%CI 

High level of job control 12.6 <0.001 (3.8 41.5) 

Exposure to verbal violence 2.3 <0.01 (1.2 4.3) 

High level of job control is associated with absenteeism among garment workers 

(OR=12.6, 95%CI = 3.8-41.5). The qualitative data had revealed the reason behind this 

relationship. As discussed in section 9.3.1, the level of control over working time and 

absence was the main factor determining the level of job control reported by garment 

workers. 

In addition, exposure to verbal violence at the workplace is also related to absenteeism in 

garment workers (OR=2.3, CI95%=1.2-4.3). This confirms the finding from the 

qualitative study related to the strong relationship between absenteeism and verbal 

violence and bullying.   

 Conclusion 

This chapter has explored the workplace health and safety issues experienced by migrant 

workers in the garment industry from the perspective of the migrant workers. The issues 

were identified by exploring the felt needs of migrants working in two garment factories 

and the expressed needs extracted from the survey of migrant workers working in garment 

factories in Hung Yen. The issues were examined through structural, environmental, 

sociocultural, individual and service layers of the migrants working conditions. 
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The next chapter will discuss and summarise the implications of the health and safety 

issues experienced by migrant workers from the perspective of all stakeholders identified 

in Chapter Seven, Eight and Nine. From the identified issues, the next chapter will 

recommend needs-based strategies using the Ottawa Charter framework.  
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CHAPTER 10. DISCUSSION AND RECOMMENDATION 

“The roots of poor health and poverty are the same. By joining forces, 

community development and health can have even more impact in the low-

income communities they serve.” — Colby Dailey, Build Healthy Places 

Network 

 

 Introduction 

The previous chapters, Chapter Seven, Eight and Nine, have presented the findings of the 

health and safety issues experienced by migrant workers in the garment industry in 

Vietnam. This chapter summarises the study findings, discusses their current and future 

implications, and compares them with the existing knowledge in order to present a holistic 

explanation of the health and safety issues. The chapter then illustrates the development 

of strategies based on the identified determinants using the five Ottawa Charter action 

strategies. The chapter also highlights the limitations and significance of the study. 

 A summary of the health and safety issues experienced by 

internal migrant workers in the garment industry in Vietnam 

Using the community assessment framework, this study has investigated the health and 

safety issues experienced by migrant workers in the garment industry in Vietnam. The 

study first described the background information of the study setting and analysed the 

strengths, weaknesses, threats and opportunities of health and safety services for migrant 

workers in the garment industry. It then examined the health and safety issues rising from 

the living circumstances and working conditions of an internal migrant worker in the 

garment industry in Vietnam. This section will summarize and discuss the key findings 
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of the community needs assessment. The section is structured based on the original 

findings of my research and ordered accordingly. 

10.2.1. Community profiles and S.W.O.T analysis of health and safety services for 

migrant workers in the garment industry 

The key findings from the background information of the garment industry showed that 

garment factories employ many migrants in their workforces. Interprovincial migrant 

workers accounted for 67.9% of the workforce in the garment factory in Dong Nai and 

53% of the workforce in the garment factory in Hung Yen. Similarly, 60% of workers 

working in the industrial zones in Dong Nai were internal migrant workers. A report from 

the ILO has revealed with similar figures to the study findings that rural-urban migrants 

account for more than 80% of the workforce in the garment industry in Vietnam (ILO, 

2012). 

In addition, noise, and dust are major environmental issues of concern in the work 

environment in the garment industry. Overall, similar to the situation in other industries 

in Vietnam, the occupational health and safety system in the garment industry is only able 

to cover a small proportion of the industry due to the large number of small and middle 

enterprises and the low level of staffing in the occupational health and safety system. In 

addition, the service only covered basic services, focusing on annual environmental 

monitoring the physical hazards and some chemical hazards at the workplace and annual 

health screening for workers. Only small proportion of workers in the garment industry 

were checked for occupational diseases such as hearing loss due to noise, occupational 

chronic obstructive pulmonary disease, and byssinosis. There was no activity for 

ergonomic hazards and psychological hazards in the workplace.  
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In addition, the community S.W.O.T analysis of health and safety services for migrant 

workers in the garment industry has provided in-depth information on the health system 

in Vietnam. The main findings of the community S.W.O.T analysis are summarized in 

Figure 10-1. 

 

Figure 10-1. The S.W.O.T analysis of health and safety services for migrant workers in 

the garment industry. 

According to the profile of the study setting and the S.W.O.T (strengths, weaknesses, 

opportunities and threats) analysis of the health and safety services for migrant workers 

in the garment industry in Vietnam, a major strength of the workplace health system in 

Vietnam is a comprehensive health and safety legislation that covers the essential 

requirements of occupational health and safety services.  However, the capacity to enforce 

the health and safety law is still not able to keep up with the rapid development of the 

demand. This finding reflects the situation of low coverage of occupational health and 

safety service in the formal sectors in Vietnam  (Rantanen et al., 2013; Rantanen et al., 

2017).   
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In addition, although, the migration-related policy in Vietnam has been slowly revised 

toward lifting barriers to health and social services access among migrants, migrant 

workers in Vietnam still faced barriers to access health care and social services. In 

particular, the Ho Khau system and the related policies were the key barriers. A number 

of studies (Coxhead et al., 2015; Fukase, 2014; Haughton & Sun, 2018; Nguyen et al., 

2015a; World Bank, 2016b) have also claimed that the Ho Khau is the main barrier to 

health and social services for internal migrants in Vietnam.  

The S.W.O.T analysis also identified several threats to the provision of health and safety 

services for migrant workers in the garment industry. The workplace in the garment 

industry in Vietnam faces increasing pressures from competitors in Vietnam and from 

around the world. In response to this pressure owners of factories cut costs including 

labour costs and budgets for health and safety measures.   

The health and safety system also lacks quality evidence on the health and safety needs 

of migrant workers. The lack of quality evidence on the health and the determinants of 

health of internal migrant workers has been claimed to be one of the major issues in 

developing migrant friendly health policies in Vietnam (World Bank & MPI, 2016). 

Consequently, the interests of internal migrants are often inadequately represented in 

national policies (Nguyen-Hoang & McPeak, 2010; Phan & Coxhead, 2010). 

Furthermore, the analysis discovered three opportunities for strengthening the health and 

safety service for migrant workers in the garment industry. Firstly, the Vietnam 

government planned to develop a national Healthy Vietnam Program and to include 

workplace health promotion as a strategy in the national occupational health and safety 

program 2020-2030. Workplace health promotion was introduced to Vietnam and was 

piloted in resource-poor settings such as household enterprises, agriculture and informal 
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sectors. The pilot implementation delivered positive outcomes (Nguyen, 2006; Tran, 

2006; WPRO, 1999). However, the lack of a long and sustained intervention has shown 

the lack of commitment from all the workplace health promotion program stakeholders 

in workplace health promotion. The developments of the Healthy Vietnam Program and 

the national occupational health and safety program 2020-2030 create an opportunity for 

workplace health promotion to become a main workplace health strategy in Vietnam and 

draw more attention and support to workplace health promotion. 

The second opportunity is from the demand of the customers for safety and decent 

working conditions in the garment industry in Vietnam. To meet those demand, many 

large customers of the garment industry in Vietnam, which mostly are international 

fashion enterprises, require corporate social responsibility inspections or audits which has 

driven better workplace health and safety practices in their suppliers in Vietnam. For 

example, a report based on 26 corporate social responsibility audits has reported a wide 

range of violations of health and safety law, including working hours and wages, in a 

large garment factory in Vietnam (Brown, 2017). Another study (Wofford et al., 2016) 

proposed that corporate social responsibility should be used for government and 

international health policies where corporate social responsibility is seen as a set of 

regulatory processes governed by civil society, international institutions, business, and 

government that set, monitor, and enforce emerging standards related to the role of 

business in society. This could be a method to prevent the “race to the bottom” in the 

garment industry. 

Finally, when Vietnam joined international trade agreements, the country had to commit 

to the basic labour international standards such as the Right to Organise, 1948 and 

Collective Bargaining Convention and Freedom of Association and Protection of the 

Right to Organise Convention, 1948. According to Nguyen (2018a), many free trade 
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agreements were necessary for reforming Vietnam’s institutions, including the reform of 

trade union activities in Vietnam.  Trang and Bales (2017) also reported that independent 

labour organizations are a precondition for Vietnam’s inclusion in many trade agreements 

that Vietnam was negotiating. The commitments to those international agreements could 

result in the guarantee of freedom of labour association in future Labour Code 

amendments. However, there are still major barriers for the free trade union in Vietnam. 

Some of the new draft legislation strongly limits independent unions to activity directly 

related to the workplace and punishing unions that engage in political activity (Trang & 

Bales, 2017). Even this, however, would be a significant step forward for free labour in 

Vietnam, providing a valuable opportunity to increase the protection for workers. 

10.2.2. Issues in living circumstances and social conditions 

In the migrant living circumstances and social conditions, this study had highlighted a 

number of issues that could influence migrant workers’ health and wellbeing. The issues 

in the living circumstances related to the health and safety of migrant workers are 

summarized in Figure 10-2.  
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Figure 10-2. A summary of health and safety issues experienced by migrant workers in 

their living circumstances 

The summary shows that issues that influence migrant health presented in each layer of 

the social construct of the migrants’ living environment. Of note is the health and safety 

issues in the living circumstance of migrant workers interacted with each other and 

affected one another. Those issues often interacted to influence the health and wellbeing 

of migrants. 

10.2.2.1. Structural and service issues 

Migrants faced difficulty in the resettlement process including difficulty in owning a 

house and obtaining a permanent Ho Khau status. Many authors argued that although 

recent reforms in the Ho Khau system and related legislation has removed some barriers 

to health and social services access for internal migrants in Vietnam, the Ho Khau 

(household registration system) still is the main barrier to access to healthcare and social 

services access (Hoang et al., 2013b; Le et al., 2012; World Bank, 2016b). The 

availability of most social services is still based on the resident registration status in an 

area. Migrant workers also reported a number of barriers to access health services in the 
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destination areas. This finding was shared by other authors in Vietnam (Guilmoto & de 

Loenzien, 2014; Nguyen et al., 2015a; Phan & Coxhead, 2010). Similarly, a systematic 

review of the literature on urban health in China has identified that inequalities in access 

to health-care and vaccination coverage of migrants in the urban environment are a major 

public health challenge (Gong et al., 2012).  

The Vietnam Government should first recognize the legal status of migrants in the 

destination areas and secondly increase the migrants’ access to key social and economic 

resources. In most instances, a strategy based on this proposition would call for a 

significant departure from current approaches, practices and institutional arrangements 

underlying the government’s social protection policies (Le et al., 2011). The modern 

approach to migrant health is based on inclusion and focuses on the reduction of 

inequalities and social protection of health in the context of a multi-sectoral approach 

(ILO, 2010b). Global Consultation on Migrant Health in 2010 (WHO, 2010) promoted 

migrant-sensitive health policies that included:  

- Equitable access to health promotion, disease prevention and care for migrants, 

subject to national laws and practice, without discrimination on the basis of 

gender, age, religion, nationality or race;  

- Mechanisms for improving the health of all populations, including migrants, in 

particular through identifying and filling gaps in health service delivery;  

- Health service providers’ and professionals’ cultural and gender sensitivity to 

migrants’ health issues;  

- Health professionals trained to deal with the health issues associated with 

population movements.  

The Migrant Health Program in Thailand could provide a practical example of a health 

care friendly program for Vietnam (Tangcharoensathien et al., 2017). The program 
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consists of two components. The first component is the focus on financial risk protection 

which sets up the migrant health insurance scheme for all internal migrants and their 

dependents. The second part is a migrant friendly health service addressing migrant health 

issues through collaboration between community and government networks. The program 

employed full-time migrant community health workers, recruited from the targeted 

migrant communities. The program established a comprehensive primary health care 

approach targeting both migrants and host communities in order to minimize inequalities 

in health-related knowledge and health-care access amongst diverse populations. The 

goal of the program was to improve the health and well-being of registered and 

unregistered migrants through strengthening the capacity of various sectors of 

government to provide migrant-sensitive health services and to promote ownership of the 

programs. The program focused on increasing access to migrant-friendly health services, 

developing replicable, sustainable migrant health models, strengthening collaboration 

between government and non-government stakeholders for multi-disciplinary 

approaches, and advocating for the development and implementation of positive migrant 

health policies. 

Another major issue of the resettlement process of internal migrants was the difficulty in 

owning a house in the fast urbanizing areas surrounding industrial zones. Nearly 90% of 

migrant workers lived in rented accommodation with very low housing quality and poor 

sanitation conditions. A study among female workers in industrial zones in Vietnam 

showed that over 60% of workers in Hung Yen (60.1%) and 43.2% of workers in Dong 

Nai had to rent accommodation (Nguyen et al., 2016). Compared to those who did not 

have to rent, female workers who rented accommodation in industrial zones in Vietnam 

had a higher proportion of income dissatisfaction (Nguyen et al., 2016).  Two-thirds of 

new housing demands for housing will be concentrated in only a few major cities and 
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industrial zones (World Bank, 2015). That demand significantly increases the housing 

price around those areas.   

An effective resettlement strategy is providing affordable housing opportunities for 

migrant workers. One type of affordable housing for migrants are dormitories for workers 

which often accommodate around six to eight workers in one dormitory room. A study in 

China has shown that, despite some disadvantages of living in dormitories provided by 

factory owners, factory dormitories are an affordable and adequate source of housing for 

poor migrant workers (Smith, 2003). In the industrial areas in Vietnam, only a few 

enterprises and industrial zones provide housing for workers. Examples of this type of 

housing complexes for workers were built in Hanoi, Hai Duong, Binh Duong, Dong Nai 

and Long An, but are still too small in scale compared to the massive demands. It is 

suggested future development plans should include the construction of housing 

complexes for employees as a condition of the construction of industrial parks 

themselves. However, the dormitory style accommodation is not suitable for a migrant 

worker with a family. 

A report into affordable housing by the World Bank in 2015 suggested three strategies 

for affordable housing in Vietnam which included housing finance assistance for formal 

and informal low-income households; affordable rental housing through a capital subsidy 

program targeting industrial workers and low income urban residents; and starter homes 

by delivering core housing units that are incrementally expandable for the lowest income 

households (World Bank, 2015). Those strategies should be considered when developing 

an affordable housing program. 

Another structural issue that affected migrant workers was the insecurity and uncertain 

prospects in their lives due to the lack of social security. This is the consequence of the 
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lack of adequate policies and institutional programs of social protection for migrants in 

general, and the residence-based nature of the current social policy framework in 

particular, which together create multiple vulnerabilities and social exclusion among 

rural-urban migrants in Vietnam (Le et al., 2011). Solutions for the issues of lack of social 

protection for migrants in Vietnam were not frequently discussed among academics and 

the media, because in Vietnam, social protection has largely been confined within the 

framework of poverty reduction policies, social assistance and social relief for people in 

especially difficult situations, support for disadvantaged populations, and benefits for 

families/persons with national merit (Le et al., 2011). Over the last two decades, the 

government has also introduced social insurance and health insurance into the country’s 

social security system (Le et al., 2011). 

10.2.2.2. Environmental issues 

The main issues regarding the living conditions of internal migrant workers is the very 

low housing quality and the poor sanitation of the rented accommodation that they lived 

in. Migrant workers complained about the stress and discomfort of being confined in a 

small room with very little privacy and about the shared toilet facilities and the infestation 

of pests in their accommodation. The poor housing quality and poor sanitation of the 

rented accommodation are well documented in literature in Vietnam (Dang, 2005; Hoang 

et al., 2013b; Loi, 2005). Internal migrants claimed that poor housing and sanitation was 

a major source of their stress and anxiety (Nguyen et al., 2010). Poor living conditions is 

also a common theme of studies into internal migrant workers (Hu et al., 2008) and could 

potentially cause ill-health for migrants (Mou et al., 2013; Qiu et al., 2011). 

In addition, young female migrants felt that their living environments were insecure, 

which caused anxiety and restricted them from socializing. Hoang et al. (2013b) reported 
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that migrant women are more disadvantaged than men when living conditions are poor, 

with higher risks of sexual abuse and harassment than men, for example, when using 

shared toilets and bathrooms. Notable, the study did not observe any case of sexual 

harassment at the workplace among migrant workers in the garment industry.  

Although there is no nation-wide comprehensive set of data that has been collected 

regarding different forms of sexual violence in Viet Nam, small-scale studies has shown 

sexual harassment in Vietnam, in general, is a serious and widespread problem. 

According to ActionAid Vietnam in 2014, 87% of women and girls had experienced 

sexual harassment in public places such as streets, parks, buses and public toilets 

(ActionAid, 2014). The concern about sexual harassment prevented 77% of women going 

out at night (ActionAid, 2014). A large proportion of victims keep silent instead of 

reporting to police or warning others because the victim-blaming culture is still prevalent 

in Vietnam (Skinnider et al., 2017). More awareness of the issues has led to a number of 

legal reforms to legally define sexual harassment. However, prosecution of sexual 

harassment cases are rare and often focus on physical or forensic evidence (Skinnider et 

al., 2017). A number of international organizations including UN organizations such as 

UN Women, UNFPA, UNDP, ILO and UNOCD and other organizations, like ActionAid, 

Care, GBVNet (The Gender-based Violence Prevention Network in Vietnam), Care 

International, Plan International and ISDS (Institute for Social Development Studies) are 

implementing several interventions to eliminate the issues in Vietnam. For example, ILO, 

VGCL, VCCI (Vietnam Chamber of Commerce and Industry) and MOLISA has 

developed a Code of Conduct on Sexual Harassment in the Workplace. Overall, the issues 

of violence against women, especially vulnerable groups of women like female migrants, 

are still a major issue and should be urgently dealt with in a systematic approach.  
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10.2.2.3. Sociocultural issues 

In addition, among migrants who had children, 47.2% had to leave their child/children 

behind in their hometown. Internal migrants found that separation from their families and 

children was the highest price they had to pay when they migrated. The feeling of sadness 

and loneliness, combined with the sense of irresponsibility and guilt because of leaving 

their family members behind caused significant damage to migrants’ health and 

wellbeing. Similar findings were also reported by other authors in Vietnam (Le et al., 

2016a; Locke et al., 2012). A study in the electronic manufacturing factory in Vietnam 

showed that all of the migrant women with children are separated from them (CGFED & 

IPEN, 2017). Locke et al. (2012) reported that remote parenting had a significant impact 

on migrant worker’s wellbeing. Likewise, a study in China has associated the risk of 

mental disorders with family separation (Yang et al., 2012). 

In addition, migrants also experienced social isolation. Among internal migrant, 7.3% of 

migrant workers reported being socially isolated and 11% reported experiencing a low 

level of social support. Migrants consider themselves as “outsiders”, and have minimum 

contact with local residents because many of them share the experience of suffering 

xenophobia, discrimination, and stigma in the host community. The isolation caused 

chronic loneliness, anxiety, and homesickness which significantly damaged migrant’ 

health (Le et al., 2016a). This isolation forced them to rely on social networks of peer 

migrants which could increase exposure to unprotected sex and drug use that could also 

result in a greater vulnerability to a variety of infections such as HIV, hepatitis, and 

sexually transmitted infections (Jatrana et al., 2006; Malmusi et al., 2010; Webber et al., 

2012)  
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10.2.2.4. Individual issues 

With regard to individual issues the lack of time was the main barrier to a healthy lifestyle 

among migrant workers. More than 50% of migrant workers reported that they 

participated in entertainment and socialising activities and only slightly more than 10% 

of migrants reported having weekly physical activity. This study finding is shared among 

several other studies on internal migrants in China and India. A study among internal 

migrant workers working in the manufacturing industry in China showed a low level of 

physical activity which could imply a high risk of non-communicable diseases (Liu et al., 

2015). In addition, a review of literature in India has revealed a higher prevalence of 

tobacco products and alcohol intake among the migrant labourers (Kusuma & Babu, 

2018). 

10.2.3. Issues in working conditions in the garment industry in Vietnam 

In their working conditions, migrant workers also experienced a number of workplace 

health and safety issues. The issues relating to the health and safety of workers at the 

workplace are summarised in Figure 10-3 based on the ecological model developed from 

the Ottawa Charter. 
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Figure 10-3: A summary of health and safety issues experiences by migrants in the 

workplace 

This summary shows the sociocultural and environmental issues that directly relate to the 

health and safety of migrant workers. More factors are identified that relate to migrant 

workers mental health and wellbeing than factors that relate to the physical work 

environment. Those factors are more difficult to detect and be dealt with by the traditional 

occupational health and safety system. Personal, structural and service factors contributed 

to the vulnerability of migrant workers to health and safety issues in the workplace. The 

combination of an adequate knowledge on labour law, weak collective bargaining power, 

lack of pre-migrant training and orientation, and weak health and safety culture, left 

migrant workers unprotected against health and safety issues arising in the workplace. 

10.2.3.1. Structural and service issues 

The most significant structural and service issue related to garment workers’ health and 

safety was a weak trade union and the lack of worker representation which has weakened 

the collective bargaining power of workers. The Constitution of Vietnam enshrines the 
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right to freedom of association. The Vietnam Constitution 2013 states that “Citizens have 

the right to freedom of speech, freedom of the press, receive information, assemble, 

associate, and to demonstrate in accordance with the law”. That means, in principle, 

workers have the constitutional right to form their independent union. In addition, as 

discussed previously, Vietnam ratified international trade agreements which committed 

Vietnam to allow independent workers unions. However, Labor Code 2012 restricts 

employees in choosing their bargaining representatives. Only labour unions under the 

Vietnam General Confederation of Labour  (VGCL) may represent employees. VGCL 

are constrained from organizing strikes by the state and the party practice of promoting 

harmonious employment relations (Anner & Liu, 2016).  

This study showed that independent trade unions are crucial for worker protection. On 

the employee side, trade unions are the only bodies permitted to represent employees’ 

interests and to bargain on their behalf. Cox (2015) highlighted the needs of a trade union 

in his investigation into the spontaneous strikes in the garment and textile industry in 

Vietnam. The unofficial representation mechanism in the garment industry could be an 

example of an effective representation mechanism that could be a benefit in independent 

trade union activities (Cox, 2015). Oka (2016) also reported that union presence improves 

factories’ compliance with wage, hours, and leave standards in the garment industry in 

Cambodia. 

Trang and Bales (2017) suggests that Vietnam’s socialist ideals may best be furthered by 

increasing the independence of labour organizations, which will thereby enhance their 

ability to negotiate on behalf of Vietnamese workers for wages, working conditions, and 

social benefits appropriate to Vietnamese socialist ideals. As employment becomes 

increasingly privatized, workers are better served by independent labour organizations, 
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and there is less need for government control over labour organizations for the purpose 

of promoting economic growth and social harmony (Trang & Bales, 2017).  

Another issue that worsens the protection for migrant workers in the garment workplace 

is the lack of pre-migration training and orientation that they needed for t jobs in the 

garment industry.  The Ministry of Labour, Invalids and Social Affairs has specific 

policies and guidelines for pre-migration training and orientation for Vietnamese workers 

who want to work overseas. The policy of MOLISA requires 74 hours of pre-migration 

training for international labour migrants be delivered by recruitment agencies prior to 

the workers’ departure. Pre-migration training required for international labour from 

Vietnam prior to the departure includes information on the workers’ right and 

responsibilities; the destination culture, laws and policy; accessing support services and 

complaint mechanisms. However, there are no policies and guidelines for pre-migration 

training or orientation for internal migrants. Chapter VI of the Labour code 2012 

(10/2012/QH13) encourages employers to establish vocational training institutions or 

open vocational training classes at workplaces to train, retrain, improve and improve 

professional skills and skills for workers. However, in this study, migrant workers 

claimed that they have no access to formal information about labour law, work conditions, 

labour markets or support at their destination. A similar issue was reported by (Le et al., 

2011), who recommended the establishment of a comprehensive labour information 

system, which could benefit migrants, employers and the authorities.  

In addition, weak safety culture and reactive approaches to health and safety management 

has not been able to protect workers’ health and safety and left workers feeling 

unprotected. Similarly, according to Fitzgerald et al. (2013), internal migrant workers 

reported that because their workloads required them to work prohibitively fast, they 

regularly ignored safety precautions. In addition, (Arefin et al., 2017) reported a 
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significant relationship between the safety environment, safety training, safety 

communication, management commitment to safety, and safety priority of the garment 

industry in Bangladesh. However, the business culture and the health and safety culture 

are not well investigated and discussed in Vietnam (Le et al., 2016b).  

10.2.3.2. Environmental issues 

In the working environment, the continuous pressure from long working hours 

contributed to workers’ lack of sleep, prolonged fatigue and stress and also constrained 

workers from having enough time to take care themselves and their family, causing a 

number of work-life imbalance issues. While the Labour Code (10/2012/QH13) stated 

that the normal working time in a week should not exceed 48 hours, 27.4% of the migrant 

workers in the quantitative survey reported they worked on average for 72 hours per week 

or more, and 40.2% of them worked from 49 to 71 hours per week.   

In addition, migrant workers were also exposed to high job demand and low job control 

at the workplace. Based on the Karasek’s job demand and control model, 52.47% 

belonged to the high psychological job demand group. In addition, more than 42% of 

workers in the quantitative study complained that they had a low level of control over 

working time and work pace. This proportion is significantly higher than the proportion 

of shoe-making workers belonging to the high-strain group (20.7%) reported in another 

study in Vietnam using the same research tool (Minh, 2014). 

A high level of job control is associated with absenteeism among migrant workers 

(OR=12.6, 95%CI = 3.8-41.5). The qualitative data has revealed the reason behind this 

relationship. As discussed in section 9.3.1, the level of control over working time and 

absence was the main factor determining the level of job control reported by migrant 
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workers. In addition, the study participants in the interviews reported that a low level of 

income hindered them and their peers from “sustaining a decent life”.  

Long working hours, low wages, high job demand and low level of job control are 

commonly reported in the garment industry. A study by Bui (2017), based on one garment 

factory, reported that garment workers were exposed to an over-fast working pace 

(65.9%), a high job demand (15.3%), and also found that workers were fatigued after their 

work shift (21.9%). Under-payment of wages, excessive working hours, and harsh 

discipline have also been documented among internal migrant workers (Hoang et al., 

2013b). In addition, data from a study in another garment company suggested that 

workplace stress significantly reduced employee performance (Than et al., 2016). A 

systematic review of health vulnerabilities of readymade garment workers in South and 

Southeast Asian regions also suggested that garment workers are vulnerable to 

psychological vulnerabilities due to excessive workload, low wages, job insecurity, and 

feeling unsafe in the workplace (Kabir et al., 2019).  

Furthermore, according to garment workers, key factors in the physical work environment 

that closely relate to garment workers’ health are a high level of noise and dust. High 

levels of noise and dust were also observed in the environmental monitoring data in the 

garment industry in Vietnam.  Similarly, Bui (2017) also reported a high level of noise in 

a garment factory in Hung Yen, Vietnam. Unhygienic and unsafe working environments, 

hazardous conditions of the factories, and non-availability of safety equipment was also 

reported in the systematic review of study in health vulnerability of migrant workers in 

Asia (Kabir et al., 2019). Noise readings taken near vacuum pumps, blowers and 

ventilation fans were at dangerous levels for workers without ear protection (from 95-98 

dBA). In addition, many readings of the noise level on the factory floor were around 82-

84 dBA. Prolonged exposure to a noise level of 85 dBA and above can lead to permanent 
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tinnitus and/or hearing loss. These noise level did not exceed the national standard, but 

prolonged exposure to this high level of noise can cause several health issues, such as 

stress, loss of concentration and increased risks of accidents. There were also several 

Furthermore, workers reported experiencing poor ergonomics and repetitive tasks which 

has significantly affected their health and wellbeing. A similar study in a garment factory 

in Vietnam showed that garment workers reported general pain (41.9%), neck pain 

(33.8%), and shoulder ache (23.1%) after their workday (Bui, 2017). This finding also 

reflects a number of other studies into the manufacturing industry in Vietnam (CGFED 

& IPEN, 2017; Lân & Ninh, 2010; Tran et al., 2016). Musculoskeletal problems are also 

widely reported among workers in the garment industry in other countries such as 

Cambodia. (Van et al., 2016), Pakistan (Shah et al., 2016), India (Ravichandran et al., 

2016) and Bangladesh (Mahmud et al., 2018).  

10.2.3.3. Sociocultural issues  

Workers reported experiencing verbal abuse and workplace bullying from their 

supervisors, which caused significant emotional, mental and even physical health 

problems. Among migrant workers, 16.8% reported that they had been exposed to verbal 

abuse. In addition, exposure to verbal violence at the workplace was also related to 

absenteeism in migrant workers (OR=2.3, CI95%=1.2-4.3). This confirms the finding 

from the qualitative study related to the strong relationship between absenteeism and 

verbal violence and bullying.   

Vietnam legislation clearly states that the employer is obligated to respect the honour and 

dignity of employees (Article 6 Labour Code - 10/2012/QH13). Specific measures to 

address sexual harassment at workplace are also provided for in Labour Code 

10/2012/QH13, Article 8 and Article 183. Viet Nam is also implementing the Program 
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for Prevention and Response to Gender-Based Violence in the 2016-2020 and Vision to 

2030 which includes activities regarding preventing gender-based violence at workplace. 

However, those legislations do not contain a clear set of workable definitions of 

workplace abuse, harassment and bullying. Little is known about the status of workplace 

abuse, harassment and bullying in Vietnam. Nguyen et al. (2017) highlighted the presence 

of workplace bullying in the public sector.  However, in other countries in Asia, many 

authors have highlighted the problems of workplace abuse, harassment and bullying of 

garment workers, especially in Bangladesh (Akhter et al., 2017; Begum et al., 2010; 

Naved et al., 2018). The evidence of abusive language towards garment workers was also 

reported in a systematic review in South and Southeast Asian regions (Kabir et al., 2019). 

In addition, other authors also reported the issues of physical harassment against internal 

migrant workers (Fitzgerald et al., 2013; Kusuma & Babu, 2018). However, to date, no 

study has looked at the issues of workplace abuse, harassment and bullying in the garment 

industry in Vietnam. 

The lack of evidence and the inadequate legislative framework has led to the neglect of 

attention to workplace abuse, harassment and bullying among garment workers in the 

garment industry in Vietnam. 

10.2.3.4. Individual issues 

Individually, the lack of knowledge about the rights and responsibilities of a worker 

significantly increases the vulnerability of workers to labour exploitation and misconduct 

from employers which often leads to disadvantage and injustice. (Nguyen, 2018b) 

reported that workers in Vietnam were not familiar with using the Labour Code to 

construct legal reasoning for claiming damages and justice against their employers.  
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Overall, the study’s findings confirm that migrant workers in Vietnam’s garment industry 

face a double burden from both OHS issues and their social circumstances. These 

workplace and social issues are often interrelated and work in combination to influence 

migrants’ health and wellbeing.  

Internal migrant workers also experienced a number of structural, service and individual 

issues in their living circumstances that increased their vulnerability to health and safety 

problems. For example, issues in the living circumstances of migrant workers such as 

barriers to the resettlement process, insecure living areas and lack of time for socializing 

activities also contributed to the social isolation among migrant workers. It is worth 

noting that the health and safety issues in the living circumstance of migrant workers 

interacted with each other and affect one another. Those interrelated issues often influence 

the health and wellbeing of migrants. For example, the Ho Khau law and policy represents 

an issue in itself by creating a number of barriers to health and services access among 

migrants. In addition, the Ho Khau system also causes difficulties for the resettlement 

process, contributing to triggering family separation, and reinforcing social isolation 

among migrant workers. In addition, personal, structural and service factors contributed 

to the vulnerability of migrant workers to health and safety issues in the workplace. The 

combination of the lack of knowledge of labour law, weak collective bargaining power, 

lack of pre-migrant training and orientation, and weak health and safety culture, has left 

migrant workers unprotected against health and safety issues arising in the workplace. 

Health and safety issues in the workplace interact with each other to influence the safety, 

health and wellbeing of workers. 

The health and safety issues arising both from working conditions and the living 

conditions of migrant workers work in combination to determine the health and wellbeing 
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of migrant workers. Consequently, the issue has a cumulative effect on migrant health 

and wellbeing which could be underestimated when only one issue is examined at a time. 

The interrelationship of health and safety issues experienced by migrant workers shows 

that migrant workers’ health is a product of the factors in the physical and social 

environment that they live in and, in most cases, have little control over. The migrant’s 

health and wellbeing, therefore, is a social responsibility. In order to protect and promote 

the health of migrant workers, there needs to be a comprehensive agenda to increase the 

ability of migrant workers to control the issues related to their health with contribution 

from all the stakeholders. 

Internal migrant workers suffer the impacts of both work-related determinants of health 

and the factors related to their migration and their living circumstances. In addition, the 

layers of protection for health and safety for migrant workers such as family and social 

supports, health and social services, workplace health and safety and trade unions are 

weak and unable to meet the needs of internal migrant workers.  

 Potential strategies for selected issues  

Based on the discussion of key health and safety issues that were identified in the needs 

assessment and the S.W.O.T analysis, this study proposes practical strategies which are 

systematically developed for building a healthy policy, creating a supportive 

environment, strengthening community action, developing personal skills and reorienting 

services as per the five action strategies of the Ottawa Charter.  

10.3.1. Building healthy public policy 

Key strategies for building a healthy policy include improving policies and guidelines in 

relation to the following aspects: social protections, pre-migration orienting and training, 
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independent trade union and worker representation, affordable housing and 

accommodation for migrant workers 

10.3.1.1. Increase social protections for migrant workers 

To increase the social protection for migrant workers, the study suggests: 

- Developing a mechanism for extending the health insurance for their family 

members 

- Extending the current social protection to include migrant workers, regardless of 

the Ho Khau status. This would include integrating migrants into the process of 

accessing the “Poor list” and other social protections. 

10.3.1.2. Providing pre-migration orienting and training for migrants 

This study recommends developing appropriate policies and guidelines that would:  

- Provide adequate job training, labour law education and adequate information for 

potential internal migrant groups such as high school students and youths from 

rural areas. 

- Support pre-migration training to ensure migrants have relevant knowledge and 

skills.  

- Provide services with appropriate languages for migrants of different ethnicities, 

and with migrants from those ethnicities to be involved in the service delivery. ;  

10.3.1.3. Support the development of independent trade unions and worker 

representation 

It is recommended that policies related to an independent trade union be developed with 

the following points: 
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- Enabling and legalising the development and operation of an independent trade 

union. (Under ILO Convention 98, workers should be free to choose between a 

labour union integrated under the VGCL and a competing independent labour 

union or be free to establish their own independent bargaining representative.) 

- Prohibition of the interference of employers and enterprise managers of the trade 

union activities 

- Enabling and legalising trade unions that are independent from the State. (The 

VGCL, as an organization of the Communist Party, is by law, as well as in 

practice, an arm of the government. As many garment factories are state-owned 

enterprises, it creates major conflicts of interest.)  

10.3.1.4. Providing affordable housing and accommodation for migrant workers  

The study recommends developing an affordable housing program for migrant workers, 

focusing on increasing the availability of housing finance assistance, affordable rentals 

and affordable first homes. The recommendations for the program include:  

- Continue to develop affordable dormitories for migrant workers.  

- Integrate physical and social infrastructure and residential buildings, as well as 

other utilities for workers, into urban development. 

- Extend the benefits of the social housing program for migrant workers and 

eliminate the association of Ho Khau status with the social housing program. 

- Establish funds for housing for workers to support workers to rent/purchase 

housing; the funds should come from the local budget, with other contributions 

from businesses and organizations in the locality. 

- Encourage various sectors to participate in building housing for workers through 

tax exemption/reduction policies. 
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10.3.2. Create a supportive environment 

In order to create a supportive environment, the study recommends the development and 

compliance of housing standards for rented accommodation.  

Vietnam has technical standards for residential housing which include National technical 

regulation on residential and public buildings - Part 1: Residential buildings QCVN 04-

1:2015/BXD and the Construction standards of Vietnam - Housing and public works 

QCXDVN 05:2008/BXD. – Together these cover the technical requirements for the 

safety standards for the house, standards for light, ventilation and noise. However, in 

reality, the accommodation that the migrant workers were renting were not built 

according to those standards.  

In order to build decent and healthy living conditions for migrant workers, in addition to 

developing affordable housing programs, this study recommends developing an 

appropriate standard for rented accommodation. 

The study also recommends that garment companies comply with the current legislation 

in working hours; minimum wages and controlling workplace hazards. Lastly, to improve 

control over working hours for workers, it recommends creating a more flexible time 

table at the workplace. 

10.3.3. Strengthen community actions 

The study also recommends strengthening community action in the two following 

aspects: elimination of verbal abuse and bullying, and building migrant friendly 

community. 
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10.3.3.1. Elimination of verbal abuse and bullying in the workplace  

The recommendations for stakeholders in protecting workers against abuse, harassment 

and bullying is given below. 

For occupational health and safety authorities: 

- Establish legislation to set a clear and workable definition of workplace abuse, 

harassment and bullying in Vietnam.  

- Enhance the awareness of employers and employees on the existence of different 

forms of workplace abuse, harassment and bullying. 

For garment enterprises: 

- Establish policy for zero tolerance of workplace verbal abuse, harassment and 

bullying; development of codes of conduct/practice for addressing and preventing 

workplace verbal abuse, harassment and bullying 

- Active dissemination and education of the worker’s right to be respected in terms 

of their dignity and honour. 

For worker organizations: 

- Trade Union organizations need to negotiate with employers to bring forward the 

issues of prevention and prohibition of workplace verbal abuse, harassment and 

bullying at the workplace into collective agreements or enterprise’s internal rules 

and regulations. In addition, Trade Unions can develop training manuals and 

conduct training courses for their members on the employee’s right to be protected 

from workplace verbal abuse, harassment and bullying. 

- Women’s organizations and other socio-political organizations can be catalysts to 

help promote and support workers to protect their rights. 

For consumer groups and international fashion importers: 
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- Include abuse, harassment and bullying prevention and control as one of the 

aspects of inspection for corporate social responsibility. 

10.3.3.2. Building migrant friendly community  

In order to help migrants overcome family separation and social isolation, we need a 

combination of a number of solutions. Some of the solutions have been recommended in 

other parts of this section which include increasing the housing standards for workers, 

providing affordable housing for workers, and building migrant friendly health and social 

services. In addition, this study recommends strengthening the community actions in 

building a migrant-friendly community by: 

- Providing affordable and migrant friendly childcare services for migrant 

workers, for example setting up peer childcare groups. 

- Strengthening the migrant networks and groups and increasing the connection 

with the local community. 

10.3.4. Developing individual skills 

Regarding the awareness of workers’ rights under the labour law, the most important, 

according to Circular No. 27/2013 / TT-BLĐTBXH from MOLISA regulating 

occupational health and safety training, is that employers are obligated to provide their 

workers with a minimum of 16 hours of training. The training should be based on the 

needs of workers on the basic health and safety issues, labour laws and protections that 

they have. 

In addition, local agencies such as local trade unions, socio-political organizations and 

public health workers should help migrants to develop individual skills by: 
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- Increasing their awareness of the labour law and legislation through public 

communication campaigns. 

- Building the ability to adapt to the urban lifestyle by developing entertainment 

and physical activities for young migrants. 

10.3.5. Reorienting services  

Services could be changed or moderated to provide more pertinent services to migrant 

workers. Two ways of doing this is to build migrant friendly health and social services, 

and to strengthen the workplace health and safety culture. 

10.3.5.1. Building migrant friendly health and social services 

The study recommended developing migrant friendly health and social services. The 

practical recommendations for developing migrant friendly services in Vietnam included:  

- Continue removing the association between health and social services with Ho 

Khau status and health and social services 

- Health services should be accessible at times migrants are not working and in 

locations where migrants work, while not establishing a parallel health system for 

migrants;  

- Health staff with training on health and wellbeing issues related to migration, 

services that are provided regardless of residency, facilities convenient to 

migrants, and the provision of information relevant to migrant health needs. 

- Ministries with responsibilities towards migrants should regularly coordinate to 

ensure adequate health services are available for labour migrants through labour 

migration agreements and contracts. 
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10.3.5.2. Strengthen the workplace health and safety culture  

A strong health and safety culture is a vital protection for workers. To facilitate the 

development of a strong health and safety culture in the garment industry, this study 

recommends that the occupational health and safety authorities and service providers 

advocate for a safety culture in the garment industry and to communicate the business 

benefits of valuing health and safety, both directly (reduced costs) and indirectly 

(improved morale and productivity). 

For garment factories, the following recommendations should be considered: 

- Developing and communicating the employers and managers commitment to a 

safety culture in the company. (Building a strong safety culture starts with top 

management.)  

- Revising, communicating and implementing the health and safety policies and 

procedures in the company. Clearly defining the safety responsibilities of 

employees at all levels of the organization. Enforcing an accountability system 

that will hold managers responsible to lead subordinates toward health and safety 

goals, as well as incentivize and discipline subordinates for their health and safety 

behaviours as necessary. 

- Developing and implementing policies and procedures for ensuring a reporting 

culture in the workplace. Providing multiple paths for employee input and 

concerns, coupled with developing a system to track and correct reported hazards 

and health and safety issues and concerns in a timely manner.  

 Strengths and limitations of the study 

In interpreting the findings of this study, the strengths and the limitations of the study’s 

research methodology need to be acknowledged. By using the Comprehensive 
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Community Needs Assessment framework, this study was able to investigate the health 

and safety issues from multiple viewpoints and gather data from multiple sources of 

information which significantly increased the truthfulness and dependability of the 

research findings. In addition, by using a mixed method approach this research was able 

to investigate a wide variety of factors at the same time with a selected number of 

variables to be quantitatively measured. The combination of quantitative and qualitative 

results in the interpretation of the findings provides breadth and in-depth knowledge 

concerning the health and safety issues experienced by internal migrants. Finally, in the 

quantitative study, the use of social mapping techniques allowed a large, relatively 

representative sample of migrant workers, to be reached which is difficult to attain by 

conventional randomised sampling methods. 

However, the study has several methodological limitations which are the results of the 

design, scope, resources and time available for the study. With regard to the literature 

review it was limited to methods and keywords used for the review. In particular, the 

systematic review of an evaluation study of workplace health promotion intervention in 

low- and middle-income countries included studies that largely differ on design, type of 

intervention, and outcomes measures. It was not possible to provide a pooled analysis of 

the effects of workplace health promotion interventions from these studies. Further, the 

review did not include a number of articles published in other languages, such as articles 

in Chinese from China and articles in Spanish from Latin America, which could provide 

high-quality evaluations of effective intervention. Researchers who are familiar with 

these languages should review, sum up, and disseminate the evidence of these articles in 

English so that the valuable evidence could be made more accessible. Lastly, the review 

is potentially affected by publication bias, as in most reviews. 
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The case study of the internal migrant workers experience of the garment industry in 

Vietnam, is a study in a particular setting, and so the identified determinants cannot be 

generalized broadly. However, the methods used and findings of this study can provide 

insight if applied to other industries, which can assist the development of industry-

specific strategies.  

The study aims to provide a comprehensive assessment of health and safety issues that 

do not focus solely on particular aspects of internal migrant work and life. Thus, the 

assessment provides fewer details for each of those aspects. In any one setting more 

information of specific aspects may need to be obtained 

Due to the limited resources and limited time available for this study, the qualitative study 

with migrants was only conducted in two location, one in Hung Yen and another in Dong 

Nai. In addition, the quantitative survey could only sample migrant workers in areas 

around Pho Noi B garment industrial park, Hung Yen. They may not provide an accurate 

representation of the overall population, so there are inherent limits to generalizability of 

the data. Also, the number of health and safety issues that included in the quantitative 

survey was limited by the length of the questionaire, not all the issues had been 

quantitative measured and verified. 

 Furthermore, the study was unable to provide a long-term assessment of the health effects 

of the issues identified in the study. For the relationship between turnover intention, 

absenteeism and health and safety issues, because this is a cross-sectional study, the 

findings from path analyses do not delineate cause-effect relationships, but only suggest 

the implicit causal relationships among the variables. Future studies exploring this issue 

should use longitudinal data on turnover and related factors to provide stronger 

conclusions on causal relationships. 
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Lastly, the study participants were confined to migrant workers working in registered, 

medium and large sized garment factories. The results would be more representative if 

the sample included migrant workers working in unregistered small and family-owned 

garment businesses who might experience different aspects of vulnerability (Nguyen et 

al., 2015a) 

 The contribution of the study 

Despite the limitations identified, this research contributes to the existing knowledge by 

enabling a more comprehensive assessment of health and safety issues experienced by 

migrant workers and suggesting comprehensive strategies to address those issues.  

The study has identified the importance of sociocultural and environmental factors that 

are interrelated with structural, environmental, individual and service determinants to 

determine migrant workers’ health. The study has shown that health determinants arising 

from both working and living condition of migrants are often interrelated and worked in 

combination to influence their health and wellbeing. Therefore, the study suggested that 

policies and practices into migrant workers’ health should employ a holistic approach to 

their health.  

This research has demonstrated the utility of the integrative approach of workplace health 

promotion and occupational health and safety in protecting and promoting the health of 

workers. The approach has provided a systematic way of investigating the complex 

determinants of health and translating the understanding into a set of integrated strategies. 

This approach should also be applied for thinking and tackling emerging health and safety 

issues at the workplace in the context of globalization. 

There were three level of study recommendation: useful, usable and used. I believed that 

the recommendation in this study is usable because they were developed based on the 
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comprehensive assessment of the needs of internal migrant workers and with 

contributions of all key stakeholders. In addition, the study also identified opportunities 

for advancements in providing a comprehensive and suitable health services for migrant 

workers in the garment industry, from the commitments from the Vietnam Government, 

the demand of consumers and pressures from international organizations. Consequently, 

this is the right time for the garment industry in Vietnam to show their lead to reform the 

health and safety system in Vietnam by considering and Appling the recommendations if 

this study.  

Although the practical recommendations of this study are limited to strategies to protect 

and promote migrant workers’ health in the garment industry and internal migrants in 

Vietnam, the study findings of this study have highlighted several health and safety issues 

that should be considered generally. The comprehensive assessment of health and safety 

issues in this study also provided an in-depth understanding of the double burden endured 

by internal migrant workers that could be used to understand internal migrant labour in 

other developing countries.  

Methodologically, this study demonstrates a comprehensive assessment of the complex 

determinants of internal migrant health through a field study by using the Comprehensive 

Community Needs Assessment framework, which accommodates the exploration of 

community needs from different sources of information and from multiple viewpoints. 

This assists in systematically understanding the different perspectives of different 

stakeholders, which can also help identify needs for collaboration.  

 Conclusion 

This chapter has summarized the health and safety issues experienced by internal migrant 

workers in the garment industry. It also mapped these issues onto the Ottawa ecological 
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model. The chapter then discussed the issues further in light of the findings of the previous 

chapters, which also have illustrated the multiple health and safety issues arising from 

both living circumstance and the working conditions of internal migrants in the garment 

industry. Those issues are interrelated with each other and worked in combination to 

influence the health of migrant workers. Based on the identified issues, the chapter 

recommended practical strategies for building a healthy policy, creating a supportive 

environment, strengthening community action, developing personal skills and reorienting 

services as per the five action strategies of the Ottawa Charter. Although the findings of 

this study should be interpreted with caution due to its stated limitations, this study 

provides a valuable contribution to the current knowledge by demonstrating the utility of 

the integrated approach of workplace health promotion and occupational health and safety 

in protecting and promoting the health of workers in a resource-poor setting. Finally, the 

chapter also summarizes the major contribution of this study. 

The next chapter provides a summary of the process and findings of the study as well as 

presenting its conclusions and significance and offering recommendations for future 

study. 
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CHAPTER 11. CONCLUSION 

This study has comprehensively investigated the health and safety issues experienced by 

internal migrant workers in the garment industry in Vietnam and suggested potential 

strategies to promote their health. The study began by exploring the status and trends of 

workplace health and safety issues in low- and middle-income countries, examining the 

contemporary occupational health and safety challenges facing the workplace in low- and 

middle-income in the context of globalization. It then examined the characteristics of 

internal migrant workers and social factors affecting their health in developing countries 

and in Vietnam in particular. This study proposed the integrative approach to workplace 

health promotion as a strategy to meet the needs of internal migrant workers in low- and 

middle-income countries. Using the Comprehensive Community Needs Assessment 

framework, the study has also identified the key health and safety issues experienced by 

migrant workers in the garment industry in Vietnam. Finally, the study has offered 

strategies to address key health and safety issues of migrant workers in the garment 

industry in Vietnam based on the integrative approach to workplace health promotion. 

This chapter provides a summary of the overall research findings including a summary of 

each chapter and the significance of the research. 

Globalisation, rapid technological advances and the rising burden of non-communicable 

diseases brought significant burdens to the workplaces in low- and middle-income 

countries. On one hand, workers in low- and middle-income are facing increasing 

exposure to psychological risk factors arising from the changing nature of work such as 

changing of work organisation structure, the reorganization of working time and space 

arrangements and increasing job insecurity. On the other hand, associated with these 

changes are an increased burden of workplace injury and ill health due to a weakening 



305 

 

commitment to occupational health and safety, and a rapidly increasing burden of 

workplace health and safety issues. In addition, the increasing international movement of 

jobs, products and technologies has shifted occupational risks to less advantaged groups 

such as workers in low- and middle-income countries. To complicate matters, workers in 

low and middle-income countries also experienced very low coverage of occupational 

health and safety services, which makes them more vulnerable to health problems in the 

workplace. Globally, a survey in 2014 showed only 24.8% of the total working population 

has access to occupational health and safety services. The coverage was lower in the 

emerging economies with large working populations. For example, the coverage is 10% 

in China and below 10% in India. Moreover, the coverage rate of basic occupational 

health service is lowest among the groups of workers who are most vulnerable including 

workers in small enterprises, the informal sector, agriculture and migrant workers. 

Internal migrant workers are among the most vulnerable groups of workers.  

Globalization and economic transition are driving internal migration, especially in 

developing and emerging economies. A large-scale labour migration creates significant 

pressure on the local public health and workplace health system, which cannot advance 

at the same pace as the flow of migration. 

Internal migrant workers often face the double burden of health and safety issues from 

both their workplaces and their social circumstances. Migration increases the 

vulnerability of internal migrants to a number of health determinants across the social 

structure. Internal migrants experienced the breakdown of social networks and the lack 

of family and group support. Internal migrants experience poor access to basic social 

services due to the lack of appropriate policies. In particular, unregistered internal migrant 

workers in some countries such as China and Vietnam which have a household 

registration system, experienced difficulties in accessing basic health and social services. 
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Due to legal and residency status, cultural barriers, and income levels, migrants are often 

affected by a combination of various social determinants of health, which may increase 

their vulnerability to poor health. Besides, a growing body of research explores how being 

an internal migrant can increase an individual’s risk of occupational injury or illness and 

health inequity. Internal migrant workers tend to be concentrated in sectors of the 

economy that are characterized by seasonality of production, low technology, labour 

intensive and hazardous working conditions. Researchers have documented the impact of 

internal migration on migrants’ health, focussing on communicable diseases, mental 

health issues and work-related injury. However, within the literature, few studies examine 

this double burden of health and safety problems arising from the workplace and social 

disadvantages of internal migrant workers.  None of the current literature provides insight 

into how this double burden may affect internal migrants in low and middle-income 

countries such as Vietnam.    

Similar to other low- and middle-income countries, Vietnam is a fast-developing country 

with a growing number of internal migrant workers, especially in labour-intensive 

manufacturing industries such as the garment industry. The rapid increase of industrial 

activities and economic integration has transformed the occupational health and safety 

landscape and posed significant challenges to the workplace health system in Vietnam. 

There is evidence of significant increases in traditional workplace injuries and diseases, 

as well as more contemporary workplace health problems such as the emerging 

psychological risks and related burdens. The rising of spontaneous strikes among 

manufacturing workers demonstrated the increasing demand from workers for decent 

working conditions. However, the occupational health and safety system in Vietnam has 

struggled to cope with the health needs of Vietnamese workers. Less than 20% of workers 

in the Vietnam formal sectors were covered by occupational health and safety services. 
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The analysis of workplace health studies in the garment industry in Vietnam showed that 

health and safety problems among the garment workers highlighted the increase in the 

prevalence of some workplace health issues, including new and emerging mental health 

problems. The data on occupational diseases and injuries of workers in the garment 

industry in Vietnam are limited and under-reported. To date, no study has looked at the 

health and safety issues and related factors experienced by internal migrant workers in 

the garment industry in Vietnam. 

A growing number of internal migrants, who experience different aspects of health 

vulnerability, have also entered the formal sector in the past few decades, putting more 

pressure on the occupational health system in Vietnam. Most of the studies into internal 

migration in Vietnam focused on portraying demographic characteristics of the internal 

migration flows, the socioeconomic impacts of internal migration on regions of 

destination and the social issues faced by migrants at their new place of residence. 

However, there is little migrant-specific health data for internal migrants in Vietnam. In 

addition, due to the nature of their work, their working hours, living conditions, and 

access to services, internal migrant workers often have different health needs than other 

populations and the health service providers often do not cater to these needs. This results 

in a lack of understanding about migrant-health priorities and further isolates migrants. 

Therefore, it is critical and urgent to obtain necessary data and information about internal 

migrant workers’ health and safety issues and health care needs to provide and improve 

health services. To identify internal migrant health and safety needs and develop 

appropriate strategies, integrative workplace health promotion is the most suitable and 

appropriate model because it provides the methodological framework for identifying 

issues and program planning and development. To this end, this study adopts the 

integrative workplace health promotion (IWHP) approach to guide its research. 



308 

 

The integrative approach to workplace health promotion, which integrates both safety 

management and health promotion, has been advocated consistently by international 

organizations to address complex workplace health issues. Workplace health promotion 

has developed historically in line with changes in the health promotion field and is 

shifting away from a narrow focus on health education and individual responsibility to a 

broader, more comprehensive, integrative approach to health and health determinants. 

The integrative approach is shown empirically to effectively address complex issues 

affecting workers’ health.   

A good practice review of workplace health promotion programs in the Asia- Pacific 

region showed that key features and facilitating strategies for successful workplace health 

promotion programs must include consistent policy support and leadership commitment, 

integrating health, safety and wellbeing of workers into organization policy, employing a 

needs-based systematic and continual assessment and improvement and participation of 

both employers and employees. Moreover, a systematic review of 26 evaluations of 

workplace health promotion interventions in low- and middle-income countries showed 

strong evidence of the effectiveness of workplace health promotion interventions that aim 

at reducing the health risks of workers. The findings of this review suggest that a lengthy 

(two years or longer) intervention period and needs-based and active intervention 

strategies are most effective. Additionally, support from workplace managers, the 

participation of workers, and enrolment of stakeholders are conditions for a well-

implemented workplace health promotion activity. 

Based on the understanding of the multi-determinants of workplace health, the integrative 

workplace health promotion starts with a needs-assessment to comprehensively 

investigate worker health and safety needs, and then to tailor an appropriate set of 
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strategies to address them, guided by the Ottawa Charter Health Promotion Action 

framework.  

Thus, using Vietnam’s garment industry as a setting, this research aims to investigate the 

health and safety issues experienced by internal migrant workers and suggest potential 

strategies to promote their health. The study used the Comprehensive Community Needs 

Assessment framework, developed by Chu, to explore the key health and safety issues 

experienced by migrant workers in their living circumstances and working environments, 

which required the exploration of the issues using various data collection methods from 

various sources of information.  

The study’s findings confirm that migrant workers in Vietnam’s garment industry face a 

double burden from both OHS issues and their social circumstances. These workplace 

and social issues are often interrelated and work in combination to influence migrants’ 

health and wellbeing.  

The examination of health and safety issues in showed that migrant workers are exposed 

to a number of environmental and sociocultural issues in their living condition that could 

significantly influence their health. The majority of migrant workers lived in rented 

accommodation with very low housing quality and poor sanitation. Migrant workers 

complained about the stress and discomfort of being confined in a small room with very 

little privacy and about shared toilet facilities as well as the infestation of pests in their 

accommodation. In addition, young female migrants felt that their living environments 

were insecure, which restrained female migrants from socializing and caused them 

anxiety. 

In addition, nearly haft of migrants who had children had to leave their children behind 

in their hometown. Internal migrants found that separation from their families and 
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children was the highest price they had to pay when they migrated. The feeling of sadness 

and loneliness, combined with the sense of irresponsibility and guilt because of leaving 

their family members behind, caused significant damage to migrants’ health and 

wellbeing. Migrants also experienced social isolation. Among internal migrant, 7.3% of 

migrant workers reported being socially isolated and 11% reported experiencing a low 

level of social support. Migrants consider themselves as “outsiders” and have minimum 

contact with local residents. Many migrants also shared the experience of suffering 

xenophobia, discrimination, stigma in the host community.  

Internal migrant workers also experienced a number of structural, service and individual 

issues in their living circumstances that increased their vulnerability to health and safety 

problems. For example, migrants faced difficulty in the resettlement process including 

difficulty in buying a house and changing a permanent Ho Khau status. Migrants 

experienced insecurity and uncertain prospects in their lives due to the lack of social 

security. Furthermore, lack of time was the main barrier to a healthy lifestyle among 

migrant workers. More than 50% of migrant workers reported that they participated in 

entertainment and socialising activities and only slightly more than 10% of migrants 

reported having weekly physical activity. In addition, the Ho Khau (household 

registration system) is still the main barrier to access to healthcare and social services.  

Regarding working condition, the study observed occupational health and safety issues 

in the workplace, including high level of noise and dust, poor ergonomics, and repetitive 

tasks. Garment workers' working postures and movements that influencing workers’ 

health and safety include sitting and standing and repeated movement of hand and finger, 

and also eye strain due to working with small objects. Many environmental monitoring 

samples of noise and dust in garment industry workplace exceeded the national standards 
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The study participants in the interviews reported that a low level of income hindered them 

and their peers from “sustaining a decent life”. In addition, the continuous pressure from 

long working hours contributed to their lack of sleep, prolonged fatigue and stress which 

also constrained workers from having enough time to take care of themselves and their 

family, causing work-life imbalance. While the Labour Code (10/2012/QH13) stated that 

the normal working time in a week should not exceed 48 hours, 27.4% of the migrant 

workers in the quantitative survey reported they worked on average for 72 hours per week 

or more, and 40.2% of them worked from 49 to 71 hours per week.  In addition, migrant 

workers were also exposed to high job demand and low job control at the workplace. 

Based on Karasek’s job demand and control model, 52.5% belonged to the high 

psychological job demand group. In addition, more than 42% of workers in the 

quantitative study complained that they had a low level of control over working time and 

work pace.  

In the sociocultural environment, workers reported experiencing verbal abuse and 

workplace bullying from their supervisors, which caused significant emotional, mental 

and even physical health problems. Among migrant workers, 16.8% reported that they 

had been exposed to verbal abuse.  

Furthermore, the combination of the lack of layers of protection, caused by inadequate 

knowledge of labour law, weak collective bargaining power, lack of pre-migrant training 

and orientation, and weak health and safety culture, left migrant workers unprotected 

against health and safety issues arising in the workplace. Migrant workers did not have 

the training and orientation needed for jobs in the garment industry.  A weak trade union 

and the lack of worker representation had weakened the collective bargaining power of 

workers. In addition, weak safety culture and reactive approaches to health and safety 
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management had not been able to protect workers’ health and safety and left workers 

feeling vulnerable.  

The health and safety issues in the living circumstances and the working conditions of 

migrant workers interacted with and affected each other. Those issues were often 

interrelated and influenced the health and wellbeing of migrants. Those factors worked in 

combination to determine the health and wellbeing of migrant workers. Consequently, 

the issues had a cumulative effect on migrant health and wellbeing, which could be 

underestimated when only one issue at a time was looked at. The interrelationship of 

health and safety issues in the migrant workers’ living circumstance and working 

conditions shows that migrant workers’ health is a product of the factors in their physical 

and social environment and, in most cases, have little control over. The migrants’ health 

and wellbeing, therefore, is a social responsibility. In order to protect and promote the 

health of migrant workers, there needs to be a comprehensive agenda to increase the 

ability of migrant workers to control the issues related to their health with the contribution 

of all the stakeholders. 

The study also analyses the strengths, weaknesses, opportunities and threats (S.W.O.T) 

of the health and safety services for migrant workers in the garment industry in Vietnam 

to guild the formulation of strategies for the identified issues. A major strength of the 

workplace health system in Vietnam is a comprehensive health and safety legislation and 

system that covers the essential requirements of occupational health and safety services.  

However, the capacity to enforce the health and safety law is still tenuous. In addition, 

although, the migration-related policy in Vietnam has been slowly revised toward lifting 

barriers to health and social services access among migrants, migrant workers in Vietnam 

still faced barriers to access health care and social services.  
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The S.W.O.T analysis also identified several threats to the provision of health and safety 

services for migrant workers in the garment industry. The workplace in the garment 

industry in Vietnam faced increasing pressures from competitors in Vietnam and from 

around the world. This pressure forced them to cut costs including labour costs and 

budgets for health and safety measures.  The health and safety system also lacks quality 

evidence on the health and safety needs of migrant workers.  

Furthermore, the study discovered three opportunities for strengthening the health and 

safety service for migrant workers in the garment industry. Firstly, the Vietnam 

government planned to develop a national Healthy Vietnam Program and to include 

workplace health promotion as a strategy in the national occupational health and safety 

program 2020-2030. In addition, the demand from the customers for safe and decent 

working conditions has driven better workplace health and safety practices in the garment 

industry in Vietnam. Finally, when Vietnam signs international trade agreements, the 

country has to commit to the international basic labour standards such as the Right to 

Organise, 1948 and Collective Bargaining Convention and Freedom of Association and 

Protection of the Right to Organise Convention, 1948.  

Based on the key health and safety issues that was identified in the needs assessment and 

the S.W.O.T analysis, practical strategies were systematically developed for building a 

health policy, creating a supportive environment, strengthening community action, 

developing personal skills and reorienting services as per the five action strategies of the 

Ottawa Charter for Health Promotion. Key strategies to building a health policy included 

improving policy and guidelines in providing affordable housing and accommodation for 

migrant workers; increasing social protection for migrant workers; providing pre-

migration orientation and training for migrants; and supporting the development of 

independent trade union and worker representatives. In order to create a supportive 
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environment, the study recommended raising the housing standard for rented 

accommodation; complying with the current law on the length of the working day; 

minimum wages and controlling workplace hazards; and creating a more flexible time 

table for the workplace. The study also recommended strengthening community action 

for the elimination of verbal abuse and bullying in the workplace and providing affordable 

and migrant friendly childcare services for migrant workers. In terms of health and social 

services, the study recommended removing the association between health and social 

services which is inherent in the Ho Khau system and strengthening the workplace health 

and safety culture including the reporting culture in the workplace. Finally, local agencies 

such as the trade union, socio-political organizations and public health workers should 

help migrants to build the ability to adapt to the urban lifestyle and increase their 

awareness of the labour law and other work legislation.  

Although the practical recommendations of this study are limited to strategies to protect 

and promote migrant workers’ health in the garment industry in Vietnam, the study 

findings of this study have highlighted several health and safety issues that should be 

considered generally. Using the Comprehensive Community Needs Assessment 

framework, the findings of this study had taken into account multiple viewpoints. The 

study had identified the importance of sociocultural and environmental factors that are 

interrelated with structural, environmental, individual and service determinants to 

determine migrant workers’ health. The comprehensive assessment of health and safety 

issues in this study also provided an in-depth understanding of the double burden 

experienced by internal migrant workers that could be used to understand the internal 

migrant labour in other developing countries. Methodologically, this research has 

demonstrated the utility of the comprehensive CNA Framework to support the integrative 

approach of workplace health promotion to develop effective strategies to protecting and 
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promoting the health of workers in a resource-poor setting. This approach should also be 

applied when thinking and tackling emerging health and safety issues at the workplace in 

the context of globalization. 

In conclusion, this study is the first to comprehensively examine the health and safety 

issues experienced by internal migrant workers from multiple viewpoints. As 

demonstrated in the study, internal migrant workers experienced multiple health and 

safety issues arising from both their living circumstance and their working conditions, 

that were interrelated and worked in combination to influence their health. Consequently, 

a strategy that targets a single issue would not be able to deliver an effective solution. The 

study demonstrates the utility of the comprehensive Community Needs Assessment 

framework to support the integrative workplace health promotion approach to design 

tailored, effective strategies to address internal migrant health needs. This methodological 

approach should be useful not only with regard to the garment industry, but also other 

industries in Vietnam that employ a large proportion of migrant workers. The findings of 

this study should also inform other industrializing low- and middle-income countries 

sharing similar challenges relevant policies and strategies to address the health and safety 

concerns of their migrant worker populations. 
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APPENDIX 

Appendix 1. The summary of workplace health promotion programs in the Asia-Pacific region 

# Countrie

s/ Cities 

Summary of the Workplace Health Promotion Programs Reference 

1 Australia Australian National Partnership Agreement on Preventive Health (2009) has 

made a commitment of $189.42 million to a six-year national “Healthy 

Workers” initiative to fund States and Territories to facilitate delivery of 

healthy living programs in workplaces with the agenda focused on “healthy 

living and covering topics such as physical activity, healthy eating, the 

harmful/hazardous consumption of alcohol and smoking cessation”. The 

evaluation of this agreement in 2014 had shown that, except for the 

Healthy@Work initiative, most of other workplace health promotion activities 

in states and territories in Australia had shared a common theme of individual 

oriented focuses activities such as health check and health information for 

workers, healthy eating or physical activities. Currently, the National Healthy 

Workers program provides a number of resources including the National 

Healthy Workers to help workplaces to initiate their WHP program 

 - Thomas M, Milne C, Hodge W, 

Ong N, Gomez-Bonnet F, Jeyapalan 

M, et al. National Evaluation of the 

National Partnership Agreement on 

Preventive Health: Formative 

Evaluation 2013 Final report. The 

Australian National Preventive 

Health Agency; 2014. 

 - Ryan T, Rice V, Saunders J, 

Limbrick S. Measuring the 

effectiveness of workplace health 

management programs: An 

Australian example. Preventive 

Medicine Reports. 2018 Apr 23. 

2 China/ 

Shanghai 

WHP in China has developed from occupational health education to 

occupational health promotion from the 1990s. The Committee of Health 

Promotion in Workplaces has been established and developed the National 

Workplace Health Promotion Program, organized three national and many 

local training courses. A national pilot project on workplace health promotion 

has been launched in 7 cities and some enterprises. However, a number of 

issues including lack of recognition of the importance of occupational disease 

prevention, inadequate capacity of occupational health services, little funding, 

and few practical tools have constrained the further development of WHP in 

China to only pilot activities and not nationwide projects. The National Project 

of Workplace Health Promotion in China was launched in 2007, funded by the 

National Institute of Occupational Health and Poison Control of Chinese 

Center for Disease Control and Prevention (ChinaCDC). 

The Shanghai WHP program started from a WHO-China collaborative healthy 

 - SMPCC. Hygiene and healthy city 

project completion report (in 

Chinese). The Shanghai Municipal 

Patriotic Campaign Committee; 

2015. 

 - Shuang LI, Tao LI, LI CL, Chao 

WA. Intervention Strategies for the 

National Project of Workplace 

Health Promotion in China. 

Biomedical and Environmental 

Sciences. 2015 May 1;28(5):396-

400. 
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workplace project coordinated by the Shanghai Health Education Institute, 

involving 44,000 employees in four enterprises from 1993 to 1995. With the 

consistent support of the Shanghai Health Bureau, the program has expanded 

workplace health projects to 26 industries in 2001 and then developed to a 

city-wide settings-based health promotion project adopted by all 19 districts. 

The Shanghai WHP program has adopted the comprehensive and integrative 

WHP model based on the Ottawa Charter and multi-sectoral collaboration.  

3 Fiji Fuji Wellness program had developed from the New Horizons in Health policy 

(WHO-WPRO, 1995a), which began the Healthy Islands program. The other 

foundation for Wellness in Fiji was the Nairobi Call to Action (WHO, 2009), 

which first introduced the elements of health promotion that have been built 

into the framework which maintains Wellness in Fiji. The aim of WHP in Fiji 

is to empower groups to lead people towards living in a state of Wellness by 

encouraging choice and adoption of healthy lifestyles and behaviours. 

Wellness still maintains focus on CDs, accidents, injuries, mental health, 

treatment, and rehabilitation. 

 - Ministry of Health and Medical 

Services. National wellness policy 

for Fiji. 2015 

4 India WHP in India was a part of the national health promotion program which was 

managed by the National Institute for Health Promotion and Control of 

Chronic Diseases under the Central Health Education Bureau as a subordinate 

organization of Directorate General of Health Services, Ministry of Health and 

Family Welfare. A number of WHP models had been used by many 

workplaces such as executive health programs and initiation of fitness and 

yoga centres, to promote a healthy workplace.  The World Economic Forum, 

together with the World Health Organization (WHO)-India and the Public 

Health Foundation of India, has described various WH&W programs of 

leading Indian companies and their outcomes.  

 - Babu AS, Madan K, Veluswamy 

SK, Mehra R, Maiya AG. Worksite 

health and wellness programs in 

India. Progress in cardiovascular 

diseases. 2014 Mar 1;56(5):501-7. 

5 Japan Workplace health promotion (WHP) in Japan has a relatively long history of 

over 30 years as the Silver Health Plan and the Total Health Promotion Plan, 

which intend to promote workers’ physical and mental health. WHP in Japan 

has emphasized intervention in personal lifestyles. Those in charge of WHP 

should ask workers the meaning of work and life before starting an 

intervention in their personal lifestyles. Mechanisms to support the 

development of appropriate WHP models and methods to increase health and 

 - Brandberg R. Workplace health 

promotion in Japan; 2014 

 - Muto T. Characteristics of 

Workplace Health Promotion in 

Japan. InAsian Perspectives and 

Evidence on Health Promotion and 
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well-being in small-scale enterprises should be established. WHP should be 

considered as an important element of corporate responsibility. 

Education 2011 (pp. 253-260). 

Springer, Tokyo. 

6 Lao 

People' 

Democrat

ic 

Republic 

Workplace health promotion activities were initiated in the Healthy City 

Project which was started in 1997 in Vientiane Municipality and then 

expanded into 6 provinces. Some industries had implemented some hygiene 

and health promotion activities which were supported by the Ministry of 

Health, the Ministry of Social and Welfare and the Ministry of Industry and 

Handicraft. The program had ended with the end of the Healthy city Program 

 - World Health Organization. 

Vientiane (Lao Peoples Democratic 

Republic): case study report on the 

healthy city: Vientiane. 

7 Malaysia Workplace health promotion in Malaysia is a part of the National health 

promotion program managed by the Malaysian Health Promotion Board 

(MySihat). The WHP in Malaysia was part of the effort to fulfil the objective 

of the Malaysia National strategic plan for Non-communicable disease 2010-

2014 which stated all activities under health education and Health-Promotion 

with emphasis on “Promotion physical activities, improving access to healthy 

food and increasing the barrier to healthy food, and workplace passed NCD 

risk factor screening and intervention”. Based on Ministry of Health Country 

Health Plan 2011-2015, the aim of health promotion programs was to reduce 

the percentage of physical inactivity among Malaysian adults 10% and 

prevalence of overweight and obesity among adult 0.4%, the prevalence of 

adolescent smokers reduced by 3%. Many WHP programs in Malaysia, 

especially among large and wealthy companies, was provided by wellness and 

fitness service providers in Malaysia. 

 - The Iosceles Group. Workplace 

Wellness Assessment - Malaysia 

2017; 2017 

8 Mongolia In 1998, with the support from the WHO, the Mongolia Ministry of Health 

started a WHP program in a meat processing company, and then expanded 5 

factories. With the approval of the national Prevention and Control of Major 

Non-Communicable Diseases and Injuries (NCDIs) program, funding had 

been allocated into Health Promotion Fund from alcohol and tobacco excise 

taxes with the aim to limit the use of alcohol and tobacco. This fund had 

supported health promoting workplaces at national and local levels. The title 

of Health Promoting Workplace has been issued to 25 organizations at the 

national level and 450 organizations at local levels. The Mongolian National 

Network for Health Promoting Workplaces was also established in 2011. 

WHP programs have mostly been focusing on the personal resources of 

 - PRIME MINISTER OF 

MONGOLIA. RESOLUTION OF 

THE GOVERNMENT OF 

MONGOLIA: Ref: Approve State 

Policy on Health. 2017 

 - Wolf Kirsten, Annefried Müller, 

Elena Maximenco, Munkhtaivan 

Adya, Oyunchimeg Myagmarjav, 

Delgerjargal Dorjbal, Mashbadrakh 

Baasanjav, Tsogzolmaa Nanjaa. 

Advancing health in the workplace 
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employees about reducing NCD risks such as alcohol and tobacco use and 

physical activity.  

in Mongolia: Asian-Pacific 

Newsletter on Occup Health and 

Safety 2013;20:17–9 

9 New 

Zealand  

Health promotion activities in New Zealand are currently promoted by the 

Health Promotion Agency (HPA) which was established on 1 July 2012 under 

the New Zealand Public Health and Disability Act 2000 with the aim to lead 

and deliver innovative, high-quality and cost-effective health promotion 

programmes. The workplace is one of the priority settings for health 

promotion activities. HPA offers specialist knowledge and undertakes work to 

improve how health promotion is incorporated into the workplace. The 

country also established a workplace wellbeing website 

– www.wellplace.nz - a website dedicated to helping New Zealand 

workplaces build well-being. Wellplace.nz is where workplaces can find 

information and ways to take action on wellbeing topics including reducing 

alcohol harm, being smoke-free, eating well, moving more and being 

SunSmart. It also features leading New Zealand businesses sharing why they 

invest in workplace wellbeing and some of the initiatives they’ve undertaken 

to build well-being. In addition, New Zealand initiated Good4Work - 

www.good4work.nz - a workplace wellbeing tool for small to medium-sized 

businesses and businesses. Good4Work has been developed using insights 

from business owners and managers around the country and draws upon the 

most up-to-date workplace wellbeing knowledge and experience in New 

Zealand. It incorporates the World Health Organization’s best practice ideas 

and recommendations for a healthy workplace. 

 - HPA. Workplace wellbeing; 2018 

10 Papua 

New 

Guinea 

The workplace was identified as one of the important settings for the 

implementation of the Papua New Guinea National Policy On Health 

Promotion.  On 25th January 1998, the National Executive Council gave its 

commitment to the Healthy Islands concept with decision no. 10/98 which 

directed the National Department of Health to develop a plan of action with 

employing a comprehensive approach to Health Promotion and the Healthy 

Islands approach using the five action areas outlined in the Ottawa Charter.  

 - Papua New Guinea MOH. 

National Policy On Health 

Promotion For Papua New Guinea.  

 - Barcham R, Silas E, Irie J. Health 

promotion and empowerment in 

Henganofi District, Papua New 

Guinea. Rural and remote health. 

2016 Dec 24;16(3553). 
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11 Philippine

s 

With the formulation of the National Health Promotion Policy (200I) and 

Administrative Order No. 341 (1997), the implementation of healthy settings 

approach in workplaces was initiated with the aim of improving the working 

environments and fostering healthy lifestyles. In addition, the Cardiovascular 

Disease Prevention and Control Program targets the workplace as a major 

setting for promoting health and reducing morbidity, mortality, and disability 

due to CVDs 

 - Villaverde MC, Vergeire MR, de 

los Santos MS. Health Promotion 

and Non-communicable Diseases in 

the Philippines: Current Status and 

Priority Policy Interventions and 

Actions. HealthJustice Philippines 

and Ateneo de Manila University 

School of Government: Quezon 

City, Philippines. 2012. 

12 Republic 

of Korea 

In 1995, the Republic of Korea enacted the National Health Promotion Act, 

setting the stage for health promotion activities in the country. A National 

Health Promotion Fund was established, financed through tobacco taxes. 

However, a majority of WHP projects focuses more on workers' behavioural 

changes and was single-focus, one-shot programs. In 2002, the Republic of 

Korea started to translate the WHO Regional Healthy workplace guidelines 

into the Korean language and adopt the Regional guidelines to national 

guidelines. This tailored health promotion program including lifestyle factors 

such as weight management exercise prescription, nutritional counselling, 

stress management, restful sleep, alcohol restriction, and smoking cessation 

programs. 

 - Nam EW, Engelhardt K. Health 

promotion capacity mapping: the 

Korean situation. Health promotion 

international. 2007 Mar 

6;22(2):155-62. 

Lee KS. Workplace health 

promotion in Korea. In Asian 

Perspectives and Evidence on 

Health Promotion and Education 

2011 (pp. 241-252). Springer, 

Tokyo. 

13 Singapore Singapore’s WHP system has evolved from a simple occupational health and 

safety approach in 1970, to a program focused on health education activities 

in 1984, and into a holistic, integrated program from 2000 onwards involving 

all aspects of a worker’s life. SHPB provides a variety of grants for individuals 

and organizations interested in running WHP programs. Moreover, SHPB 

offers a comprehensive support infrastructure for implementing WHP 

programs, including a directory of service providers, peer support programs, 

case studies on best practices, consultation & training, and resources 

references. The SHPB also supports capacity building strategies by providing 

training courses and educational seminars, a WHP toolbox and relevant 

resources. To further support WHP implementation, the website provides 

directories of service providers, case studies for best practices, consultation 

and training services.  

 - Yoong T, Soh F. Workplace 

Health Promotion: A Case Study of 

the Singapore Experience.  The 18th 

World Conference on Health 

Promotion and Health Education of 

the International Union for Health 

Promotion and Education; 26-30, 

April; Melbourne, Australia2004. 

 - Ping NS, Yin LY, Ming APW, 

Leng LS, Ling A, Ling C. 

Singapore. In: Kirsten W, Karch R, 

editors. Global perspectives in 
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workplace health promotion: Jones 

and Bartlett Learning; 2012. 

14 Sri Lanka WHP is a part of overall health strategies of the ministry of health is 

responsible for looking after the health of the workers. The National 

Occupational Safety and Health policy had been approved by the cabinet in 

2014. Ministry of health has been identified as a joint key holder with the 

ministry of labour as the ministry of health is providing preventive, curative 

and rehabilitative services to all workers in Sri Lanka focusing on NCD 

activities in the workplace. However, the program met significant difficulty 

due to the lack of adequate financial, human, and other resources. 

 - Health Administration & HRH, 

Ministry of Health - Sri Lanka. 

NATIONAL HEALTH 

STRATEGIC MASTER PLAN 

2016 - 2025 Vol. IV; 2016 

 - Chandrasiri A, Dissanayake A, de 

Silva V. Health promotion in 

workplaces as a strategy for 

modification of risk factors for Non 

Communicable Diseases (NCDs): A 

practical example from Sri Lanka. 

Work. 2016 Jan 1;55(2):281-4. 

15 Taiwan The consistent leadership commitment of the Taiwan Health Promotion 

Administration (HPA) in WHP projects has shifted Taiwan’s workplace health 

program from programs mostly concerned with safety and hygiene in the 

1990s to a smoke-free health promotion program in 2003 and to an integrative 

WHP program based on the WHO Healthy Workplace Model in 2010.  

Supported by the Taiwan Ministry of Labour, HPA  established three coaching 

centres in 2003 to provide consultations for health promotion programs, 

conduct training-for-trainer courses for local health agencies and enterprises, 

develop educational tools, and organize annual self-management certification 

activities. The HPA coaching centres set up multidisciplinary consultation 

teams to provide enterprises with comprehensive support across the fields of 

public health, occupational health, nutrition, tobacco hazard prevention, 

physical activity, and healthy behaviours. Moreover, enterprises could also 

seek useful information, best practices, and material in the Taiwan HPA 

website.  

 - Chen R-Y, Yu L-H. Following the 

trend for a comprehensive healthy 

workplace in Taiwan. Global health 

promotion. 2016;23(1_suppl):35-

45. 

 - Taiwan HPA. 2016 Annual Report 

of Health Promotion 

Administration. Taipei, Taiwan: 

Health Promotion Administration; 

2017. 

16 Thailand Thailand WHP program, namely The Happy Workplace Program, is one of 

the component of the Thai Health Promotion Foundation (ThaiHealth) which 

was established in 2001 based on the Health Promotion Foundation Act B.E. 

2544 (2001). The Happy Workplace Program aims to combines health 

 - Galbally R, Fidler A, Chowdhury 

M, Tang KC, Good S, Tantivess S. 

Ten-Year Review of Thai Health 

Promotion Foundation; 2011. 
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promotion, occupational health and human resource management aspects of 

healthy workplaces. The concept of the “happy workplace” is an 

organizational approach, composed of eight elements, the so-called “happy 

eight”: happy body, happy heart, happy society, happy relaxation, happy brain, 

happy soul, happy money and happy family. In other words, the “happy eight” 

encompass the four dimensions of physical, mental, social and spiritual health. 

It has enabled health promotion in the private sector by supporting human 

resource staff in100 workplaces to create health promotion policies in their 

organizations. 

17 Tonga Workplace health promotion activities in Tonga are incorporated into Tonga 

health promotion program with the aim of preventing and controlling non-

communicable diseases and related risks factors such as obesity, smoking, low 

level of physical activities. 

 - Tonga Health and Health 

Promotion Unit, (MoH). Tonga 

National Strategy to Prevent and 

Control NCDs 2015-2020; 2015  

18 Vietnam WHO, in collaboration with the Vietnamese government, initiated WHP 

programs in 1998-1999 in 30 small enterprises and 15 family foundry 

businesses which demonstrated impressive improvement in work conditions 

and environmental hygiene, lifestyle, health information, and productivity. 

These successes led to the formation of a national WHP plan and three training 

course modules to extend the program to 60 additional enterprises. Although 

2002 WHO report lauds the program’s success, the project ended after funding 

ceased. Workplace health programs in Vietnam have since been shaped to 

another direction by other funders  

 - Takahashi K, Nguyen HT. 

Workers’ health protection project 

2009-2011: evaluation report. 

Hanoi: Vietnam Ministry of Health; 

2012. 

 - WPRO. Evaluation of a 1-year 

implementation of the regional 

guidelines for healthy workplaces in 

small- and medium-scale enterprises 

in Ngo Quyen District, Haiphong 

city and Hue city. Manila: WHO 

Regional Office for the Western 

Pacific; 2001. 
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Appendix 2. Summary of papers included in the literature review on the workplace health promotion program in low- and 

middle-income countries 

Authors/Year  Country, 

Industry 

type, 

Population 

Study design Intervention/HP model Main findings 

Takeyama et 

al., 2006 

Philippine, 

Manufacturing 

industry, 9 

small 

enterprises 

Program evaluation, Cross-

sectional study, monitoring 

intervention activities and 

evaluate the effect of the 

activities 

WISE improvements focus on physical 

work environment 

Reductions in physical workloads 

were found in 4 of 6 enterprises 

where that factor was estimated 

Manothum & 

Rukij 

kanpanich, 

2010 

Thailand, four 

informal 

micro-

enterprises in 

different 

regions, 89 

ceramic 

workers  

Participatory action 

research, mix-methods, 

Cross-sectional, using both 

qualitative and quantitative 

methods through 

questionnaires, industrial 

hygiene instruments, and 

group discussions 

Participatory approach, increasing the 

workers' self-development related to 

health and safety, including capacity 

building, analysis the problems, 

problem prevention and solving and 

monitoring. 

The results demonstrate that the 

participatory approach is an 

effective tool to use when promoting 

the health safety of the informal 

sector and when encouraging the 

workers to voluntarily improve the 

quality of their own lives. 

Nguyen & 

Khai, 2014 

Vietnam, 20  

SMEs , 1,678 

employees 

A randomized controlled 

trial,, An intervention 

follow-up study, The 

impact of the training 

program was evaluated by 

conducting pre- and post-

intervention measurements 

Participatory Action-Oriented Training 

for improving health and safety at 

work. The checklist form and training 

package from the Work Improvement 

for Protection of Environment (WIPE) 

programme were introduced in the 

PAOT courses. (1) building on local 

good practices, (2) focusing on multi-

area low-cost improvements, and (3) 

action tools using basic ergonomics 

principles 

PAOT program produces better 

outcomes in SMEs. Significant 

improvements were found for air 

temperature, air humidity, and air 

velocity. There were fewer accidents 

and lower health-related costs in the 

intervention group. 
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Liau, Hassali, 

Shafie, & 

Ibrahim, 2014 

Malaysia, a 

public 

university, 17 

participants 

Qualitative study using 

semi-structured interviews 

with a purposive sample of 

participants 

The "Love  Your  Heart" programme, a 

6-month health promotion programme: 

individual counselling sessions and 

seminars targeted at five cardiovascular 

risk factors   (smoking,   alcohol   

consumption, unhealthy diet, physical 

inactivity and being overweight⁄ 

obesity) 

The participants were satisfied with 

the structural aspects of the 

programme. Different opinions 

arose regarding the ideal frequency 

and duration of the programme. The 

content of the seminars was thought 

to be too general. There was also a 

lack of interest in the booklet. All of 

the respondents had positive 

opinions about the communication 

skills and attitude of the health 

educator. 

Abdi et al., 

2015 

Iran, 

Governmental 

employees of 

Hamadan 

City, 435 

governmental 

employees 

Randomized control trial, 

comparing “telephone- 

assisted intervention”, 

“web-assisted 

intervention”, and “control” 

groups 

An adapted version of previous work of 

health partners in Minnesota, USA19 

and ALIFE @ work in The 

Netherlands. Based on principles of 

SCT, it comprised 10 modules 

(lessons) that provided the participants 

with information on nutrition and 

physical activity. 

the effectiveness of the 

intervention based on new 

communication technologies and the 

Social-Cognitive Theory 

Richter, 

Phillips, 

McInnis, & 

Rice, 2012 

sub-Saharan 

Africa 

countries, 

Industrial 

setting 21 

ExxonMobil 

worksites, 993 

male and 

female 

workers 

Pre and post-study, The 

baseline and post-

intervention surveys were 

conducted at seven larger 

operations.  

Peer-education health promotion 

model: ‘‘StopAIDS’’ HIV prevention 

intervention a workplace prevention 

education program and a medical 

benefit plan in which HIV/AIDS is 

addressed like other illnesses and all 

HIV-specific exclusions are eliminated 

Peer education prevention programs 

in the workplace may create a 

climate of open discussion about 

sexual issues that increases the self-

reporting of risk behaviour. Nearly 

all of the knowledge and attitude 

indicators showed a significant 

change in the post-intervention 

survey 

WPRO, 2001 Vietnam. 30 

small and 

medium scale 

companies in 2 

cities 

Program evaluation, Cross-

sectional, At the end of the 

study period, the 

programme in each test site 

Regional Guidelines for Healthy 

Workplaces - The Western Pacific 

Regional Office for the WHO: 

including Occupational health and 

safety, environment program, 

the Regional Guidelines for Healthy 

Workplaces can be 

successfully implemented in small 

and medium scale enterprises. 

Adoption of the guidelines can result 
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was evaluated using process 

and outcome indicators 

Education and training, Improvement 

of working conditions 

in benefits to the workers, their 

employers, and their communities 

F. Abdullah, 

O’Rorke, 

Murray, & Su, 

2013 

Malaysia, 40 

public 

secondary 

schools, 403 

female 

teachers who 

never or 

infrequently 

attended for a 

Pap test 

Cluster randomized trial, to 

ascertain the effectiveness 

of a worksite screening 

initiative upon 

Papanicolaou smear test 

(Pap test) uptake 

The worksite screening intervention 

consisted of an invitation letter and 

information pamphlet on cervical 

cancer and the purpose of Pap smear 

testing. This was followed up after four 

weeks by a short telephone reminder.  

Worksite health promotion 

interventions can effectively 

increase cervical smear uptake rates 

among eligible workers in middle-

income countries 

Daud, 2003 Malaysia, A 

printing 

company, 96 

workers 

Program evaluation, Cross-

sectional, At the end of the 

study period, the 

programme in each test site 

was evaluated using process 

and outcome indicators 

Regional Guidelines for Healthy 

Workplaces - The Western Pacific 

Regional Office for the WHO: 

including Occupational health and 

safety, environment program, 

Education and training, Improvement 

of working conditions 

This program also benefited the 

employers and employees by 

creating awareness of healthy living 

among the workforce. The needs for 

specialists to support the various 

activities will necessitate the 

Coordinating Committee extending 

its support network. 

Moy, Sallam, 

& Wong, 2006 

Malaysia, 

public 

university, 127 

male security 

guards 

Quasi-experimental study 

(pre-test–post-test quasi-

experimental study) 

Intensive individual and group 

counselling on diet, physical activity 

and quitting smoking 

A reduction in the number of 

cigarettes smoked. The worksite was 

shown to be an effective channel for 

health promotion. The adoption of 

the new lifestyle behaviours should 

be supported and sustained through 

modification of work policies 

Zavanela et al., 

2012 

Brazil, a major 

bus company, 

132 men - 60 

in intervention 

(training) 

group and 72 

in the control 

group 

A randomized controlled 

trial examined the effects of 

a workplace-based 

resistance training 

intervention on different 

health-, fitness-, and work-

related measures 

The resistance training program was 

undertaken on-site in a gymnasium 

fully equipped with free weights and 

resistance machines. The training 

procedures and loading parameters 

were based on prescriptive guidelines 

and adapted to meet the specific health 

needs of the study population. 

A periodised resistance training 

intervention performed within the 

workplace improved different 

aspects of health and fitness in 

untrained men, thereby potentially 

providing other work-related 

benefits 
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Zainuddin, 

2003 

Malaysia, 

Manufacturing 

company, 304 

workers 

Program evaluation, Cross-

sectional, At the end of the 

study period, the 

programme in each test site 

was evaluated using process 

and outcome indicators 

Regional Guidelines for Healthy 

Workplaces - The Western Pacific 

Regional Office for the WHO: 

including Needs Assessment, 

Occupational health and safety, 

environment program, Education and 

training, Improvement of working 

conditions 

This project has increased 

awareness among the management 

and workers regarding the 

importance of workplace health and 

safety. Management and workers are 

more conscious about their health 

and well-being. However, to 

maintain its sustainability, efforts 

need to be made by both parties to sit 

down and discuss the progress of the 

project regularly. 

Yusoff, 2003 Malaysia, 

Manufacturing 

company, 290 

workers 

Program evaluation, Cross-

sectional, At the end of the 

study period, the 

programme in each test site 

was evaluated using process 

and outcome indicators 

Regional Guidelines for Healthy 

Workplaces - The Western Pacific 

Regional Office for the WHO: 

including Needs Assessment, 

Occupational health and safety, 

environment program, Education and 

training, Improvement of working 

conditions 

This project has given the Ministry 

of Health the opportunity to embark 

on the development of healthy 

workplace in Malaysia. This project 

allows the means to increase the 

health status of its workers. 

Nevertheless, there are still rooms 

for improvement in the 

implementation of this project to 

make it more successful and 

sustainable. 

H. b. 

Abdullah, 

2003 

Malaysia, 

Transportation 

infrastructure 

management, 

140 workers 

Program evaluation, Cross-

sectional, At the end of the 

study period, the 

programme in each test site 

was evaluated using process 

and outcome indicators 

Regional Guidelines for Healthy 

Workplaces - The Western Pacific 

Regional Office for the WHO: 

including Needs Assessment, 

Occupational health and safety, 

environment program, Education and 

training, Improvement of working 

conditions 

The implementation of the 

guidelines is now entering its most 

important phase, the determination 

and implementation of change. The 

need for specialists to support the 

various activities will necessitate the 

coordinating committee extending 

its support network. 
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Chen, Wu, & 

Gu, 2008 

China, Heavy 

industry and 

rural 

communities 

The Capital 

Steel and Iron 

Company and 

5 rural 

communities, 

>110 000 

subjects 

Quasi-experimental study 

(pre-test–post-test quasi-

experimental study), 

Compared with the baseline 

in 1987 in the intervention 

and control sites,  

(i) health network set-up; (ii) health 

education and promotion; (iii) health 

professional training for local 

practitioners and health workers; (iv) 

detection and management of 

hypertension patients and (v) disease 

and death surveillance. Healthy 

lifestyle suggestions or modifications 

included smoking cessation, moderate 

drinking, physical activity, avoiding 

overweight and obesity, and nutritional 

instructions emphasizing a reduction in 

salt and fat intake 

Significant reductions occurred in 

both intervention and control factory 

sites in blood pressure, with greater 

falls in the intervention site, together 

with a marked additional reduction 

in salt intake and better control of 

hypertension. 

Prabhakaran et 

al., 2009 

India, 

industrial 

sites, 800 

randomly 

selected 

employees and 

their eligible 

family 

members 

Quasi-experimental study 

(pre-test–post-test quasi-

experimental study: 

Comparison of changes in 

risk factor levels in both 

groups (intervention group 

and control group) of the 

study.  

A multicomponent, multilevel, and 

multimethod intervention was 

implemented by trained, locally 

stationed, project health care personnel 

in the participating industries, using the 

industry as a setting, as a target, and as 

an agent as well as a resource, over 4 

consecutive years 

The data suggest that a worksite 

approach in health promotion 

programs on cardiovascular risk 

factors can be implemented and can 

have a positive impact on 

intermediate CVD outcomes in 

developing countries. 

Bandoni, 

Sarno, & 

Jaime, 2011 

Brazil, 

Industrial 

sectors, 

Twenty-nine 

companies, 

2510 workers 

Randomized control trial:  

intervention study 

involving a sample of 

companies that were 

divided into intervention 

and control groups. 

Menu planning, food presentation, 

motivational strategies to encourage 

the consumption of fruits and 

vegetables, and a focus on changes in 

the work environment. Culinary 

workshops for cafeteria workers. 

Educational materials encouraging 

fruit and vegetable consumption.  

After the intervention, an average 

increase in the availability of fruits 

and vegetables of 49 g in the 

intervention group, an increase of 

approximately 15 %. During the 

follow-up period, the intervention 

group also showed reduced total fat 

and an increase in fibre in the meals 

offered. The results showed a slight 

but still positive increase in the 

workers’ consumption of fruits and 

vegetables (about 11 g) in the meals 

offered by the companies. 
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Franco Ada, 

Castro, & 

Wolkoff, 2013 

Brazil, Public 

services, A 

public 

company, 130 

workers 

Pre and post-study: Pre-post 

intervention assessment, 

evaluate the impact of 

activities promoting the 

consumption of fruit and 

vegetables (FV) in the 

workplace 

comprised of an environmental 

component (company’s restaurant) and 

an educational component (directed at 

individuals) 

On average, the coverage of 

educational activities and materials 

was 63.5%. Most employees 

perceived positive changes in at 

least one of the five environmental 

aspects examined. There was an 

increase (38%) in FV consumption 

by employees, which corresponds to 

0.66 servings in the meal evaluated 

(lunch). A significant association 

between indicators of exposure, 

(both environmental and educational 

components) and outcome 

indicators was observed. 

Tapia-Conyer, 

Flores, Kuri-

Morales, & 

Mistry, 2008 

Mexico, 

Ministry of 

Health, 335 

office workers 

Pre and post-study: An 

uncontrolled protest–post-

test, describes the 

implementation and 

evaluation of an 

intervention.  

Integrating daily 10-minute exercise 

breaks during paid work time 

Body mass index decreased by 0.32 

kg/m2 and waist circumference by 

1.6 cm overall. The body mass index 

decrease, however, was significant 

only for men (−0.43 kg/m2). 

Multivariate analyses revealed a 

significant decrease in diastolic 

blood pressure among women  

Ronald Hope, 

2003 

Botswana, 

Business and 

government 

sectors, 535 

subjects 

The mix-method study, 

using a knowledge, 

attitudes, behaviour, and 

practices (KABP) survey 

and focus group discussions 

and unstructured interviews 

The Peer Education HIV/AIDS 

Prevention Program (PEHAPP): a 

reduction of numbers of sex partners, 

increased condom use, increased 

knowledge about AIDS and how to 

prevent HIV infection, and improved 

attitudes towards infected persons 

PEHAPP is having a measurable 

positive impact in the key areas of 

improving knowledge, attitudes, and 

practices related to risky sexual 

behaviour which, in turn, should 

reduce the incidence of transmission 

of HIV/AIDS and other STDs over 

the long-term. 
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Decat et al., 

2012 

China, ten 

manufacturing 

worksites, 721 

(baseline) and 

615 (end line) 

respondents 

(young female 

migrants) 

Pre and post-study, The 

baseline and post-

intervention surveys 

assessed the sexual 

behaviour of young female 

migrants 

Monthly distribution of brochures to 

migrants, monthly free condom 

distribution, group activities and 

activities targeting individual migrant 

workers. A hotline offered SRH 

counselling over the phone, VIP cards 

which entitled them to pay less for 

sexual and reproductive health 

services. Health providers from a local 

FP service visited the worksites 

fortnightly.  

Among childless migrants, self-

reported contraceptive use increased 

significantly after SPI and IPI. 

Childless migrants older than 22 

years reported a greater use after IPI 

than after SPI. 

He et al., 2012 China,14 

construction 

sites, 680 

young 

unmarried 

male 

participants 

A cluster randomized trial,  

compare 2 young labour 

migrant (YOLAMI) service 

packages at the community 

level 

Essential package (A) consisted of the 

following: Education material on 

AIDS/STD prevention and condom use 

with calendars; free condom. 

Comprehensive package (B) 

consisted—in addition to package A—

of the following: (a) lectures—on 

reproductive physiology, 

contraception, and STD prevention (b) 

face-to-face counselling (c) videos (d) 

peer education—and (e) hotlines 

The Young Labour Migrant 

(YOLAMI) study provides 

arguments that the implementation 

of current Chinese sexual health 

programmes at worksites might 

reduce the contraceptive needs of 

young female migrants. More 

comprehensive interventions seem 

to have an added value if they are 

well targeted to specific groups. 

Krungkraiwon

g, Itani, & 

Amornra 

tanapaichit, 

2006 

Thailand, 6 

metal pressing 

factories 

small 

enterprises, 

256 workers 

Program evaluation, Cross-

sectional study, monitoring 

intervention activities and 

evaluate the effect of the 

activities 

1) introduction of the WISE 

methodology to the managers and 

workers of the factory, 2) walk-through 

survey using the WISE checklist by the 

working group to check working 

condition at the workplace, 3) group 

discussion to find occupational health 

problems at the workplace and brain-

storming to find the solution for them, 

4) plenary meeting to prioritize the 

problems and discuss countermeasures 

against them 

The participatory approach using the 

WISE methodology has proven 

effective for improving the working 

conditions and the environment in 

workplaces of small enterprises. The 

introduction of the WISE 

methodology can improve working 

conditions effectively. The WISE 

methodology thus represents the 

participatory methods that are very 

effective tools for promoting a 

healthy work-life at small 

enterprises in Thailand. 
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Anthony et al., 

2015 

China, India, 

and Mexico, 

45 industrial, 

82 health and 

101 school 

workplace 

settings, 

12,136 adults  

Quasi-experiment study, a 

nonrandomized, controlled 

study to test the hypothesis 

that workplace 

interventions will improve 

risk factors for NCD 

Culturally appropriate interventions to 

reduce tobacco use, increase physical 

activity, and improve dietary intake. 

health education, structural change, and 

community mobilization. No smoking 

days and smoking bans in the 

workplace as well as incentives 

In the intervention group, the 

prevalence of tobacco use reduced 

significantly in men (6.0%) and the 

proportion eating five portions of 

fruit and vegetables daily increased 

(+6.9%) compared with the control 

group. There were no significant 

differences between the groups for 

changes in physical activity or the 

prevalence of overweight.  

Sertel, 

Üçsular, & 

Uğurlu, 2016 

Turkey, a 

poultry 

processing 

plant, 91 

female 

workers 

A randomized controlled 

trial. Ninety-one female 

workers were randomly 

assigned to one of the three 

study groups: two exercise 

groups and a control group 

Group exercises 3 times per week. 

Exercises were consisting of three 

phases; “warming up”, strengthening 

with elastic bands (Group 1) or 

endurance training with repetitive 

movements (Group 2), and “cooling”.  

Exercises capable of improving 

physical fitness and strength can be 

integrated into the usual workflow 

of an industrial workplace with 

minimal cost. O2max increased in 

both exercise groups (p< 0.05) but 

no difference was recorded between 

the groups. Strengthening exercises 

conducted with elastic bands were 

superior to the repetitive movements 

in terms of strength gains. 

Sorensen et al., 

2017 

India, 

manufacturing  

20 worksites, 

7633 workers 

Cluster-randomized trial, 

assessed differences in 

tobacco use quit rates 

between worksites 

randomized to receive the 

intervention compared to 

those assigned to the 

delayed intervention control 

condition. 

Consultation on and recommendations 

for the adoption and implementation of 

a worksite tobacco control policy. 

Implement a tobacco control policy; 

legislation banning smoking in public 

places, and prohibiting the use of 

smokeless tobacco. An industrial 

hygiene walk-through. Providing 

support for quitting and building social 

norms around tobacco control 

Worksite intervention resulted in a 

doubling of tobacco use cessation 

among production workers, 

providing an innovative and 

effective response to the rising need 

for evidence-based tobacco control 

interventions  
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Appendix 3. Characteristics of qualitative study participants  

Code Place Sex Age 

(year) 

Marri 

age 

Migration 

time 

Origin 

(Distance) 

Personal circumstances of participants 

MW1 Hung 

Yen 

Female 22 No 6 months Nghe An 

(300 Km) 

Living with a friend in a rented apartment, came from the 

rural village with her friends because she could not find a 

job at home. She was determined to work hard and build 

a future in the new place. 

MW2 Hung 

Yen 

Female 41 Yes 2 years Bac Kan  

(160 km) 

Ethnic minority, three children, living with husband in an 

apartment. Her husband used to be a builder, but he went 

bankrupt. They had to migrate to find jobs and pay the 

debt. Her eldest daughter is in college. Two other children 

are staying with her parents-in-law.  

MW3 Hung 

Yen 

Male 27 No 1 year Bac Giang 

(112) 

Living with friends in an apartment. One of the fastest 

workers and the highest paid. Trying to save money and 

migrate to Hanoi for a better life.  

MW4 Hung 

Yen 

Female 26 Yes 2 years Son La 

(320 km) 

Living with her husband’s family in Hung Yen in her 

parents-in-law’s house. She always struggles with getting 

off work early to pick up her 3-year-old son who is 

attending local childcare centre every weekday. 

MW5 Hung 

Yen 

Female 31 Yes 2 years Thanh 

Hoa (200 

km) 

Pregnant, Living with husband in an apartment. Her 

daughters stayed with her mother-in-law in their home 

town. She planned to return home to give birth. However, 

her husband will still stay in Hung Yen, and she still wants 

to settle in Hung Yen.  

MW6 Hung 

Yen 

Female 28 No 3 years Nghe An 

(300 Km) 

Living with a friend in a rented apartment. Used to work 

as a garment worker in Binh Duong (1.800 km from 

home), then migrated to Hung Yen to get closer to her 

family. She is trying to learn to tailor and save money to 
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return to her home town to open a tailoring shop and get 

married. 

MW7 Hung 

Yen 

Female 29 No 1 year Hoa Binh 

(76 Km) 

Living alone in an apartment. Worked as a garment 

worker in her home town for 5 years and migrated 

searching for new opportunities. She plans to move to 

another province to search for a better paid job. 

MW8 Hung 

Yen 

Male 35 Yes 6 years Quang 

Ninh (150 

Km) 

Living with his wife, with 2 children living with their 

grandparents.  They go home every weekend to visit their 

family. He does cockfighting and keeps some cocks at his 

small apartment and he also gambles. 

MW9 Hung 

Yen 

Female 38 Yes 8 years Ha Tinh 

(350 km) 

Living with her husband, 2 children, and her husband’s 

parents in her own house which they spend all their 

savings to build. However, they are still in debt.  

MW10 Hung 

Yen 

Male 29 No 3 years Vinh Phuc 

(64 km) 

Living with friends in an apartment. His two children 

living with his parents in his home town. Used to be a 

large-scale chicken farmer. However, he went bankrupt 

due to an H9N1 epidemic and had to migrate to find a 

job and pay his debt.  

MW11 Hung 

Yen 

Male 31 Yes 7 years Vinh Phuc 

(64 km) 

Living with his wife in a house borrowed from a relative, 

1 child living with his parents at his home town. He was 

saving to open a vegetable shop for his wife. He planned 

to move to a motorbike manufacturing factory with his 

friend next year. 

MW12 Hung 

Yen 

Female 26 No 2 years Thanh 

Hoa (200 

km) 

Her parents are divorced, and her father has remarried. 

She lives with her mother in an apartment near a small 

market where her mother sells noodle every morning.  Her 

mother has been hospitalized several times last year, they 

spent all their saving on health care. 
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MW13 Dong 

Nai 

Female 35 Yes 7 years Thanh 

Hoa (1250 

km) 

She migrated to Ho Chi Minh city with her husband, then 

move to Dong Nai because the house rental in HCM city 

was too high. Her parent in law and her child had migrated 

to live with her last year. With all of their saving, they 

bought a small house and they were applying for 

household registration in Dong Nai 

MW14 Dong 

Nai 

Male 28 No 5 years Nghe An 

(1200 km) 

He claimed that he is too weak to work in other industry. 

He lived with his friend who came from the same town in 

rented accommodation. He was learning to account every 

night. He hoped that after he graduates, he could find a 

better job. 

MW15 Dong 

Nai 

Female 43 Yes 9 years Ninh 

Thuan 

(290 km) 

She migrated to the city with her husband to earn money 

to support a child in colleges and another in high school 

in her home town. They lived in a rented apartment. She 

worked in a high skill production line.  

MW16 Dong 

Nai 

Female  28 Yes 6 years Tra Vinh 

(230 KM) 

She stayed with her husband and two children who have 

a motorbike workshop. The house they lived in belonged 

to her husband parent. She always wanted to have more 

time to fulfil her domestic responsibility. 

MW17 Dong 

Nai 

Female 20 No 1 year Tay Ninh 

(180 km) 

After graduated high school, she could not pass the exam 

to go to colleges. There was no job opportunity at her 

home town. She went to the city with her friends and 

stayed with them. Her boyfriend who came from the same 

town worked in a construction company. They planned to 

marry next year. 

MW18 Dong 

Nai 

Male  30 Yes 3 years Binh 

Thuan 

(150 km) 

He ran away from his home town to get away from the 

threatening of a local gang due to his gambling debt. His 

wife and son had left him to migrate to Ho Chi Minh city. 

He worked in the ironing position and he claimed that this 

was the most demanding position in the production line.  
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MW19 Dong 

Nai 

Female 33 Yes 3 years Ninh 

Thuan 

(290 km) 

She lived with Cham ethic, shrimp farming. She stayed 

with her husband who works in the same company in a 

rented apartment. Their two children stayed at their home 

with her husband mother. She said that she did not want 

to bring their children to the city because their children 

might be discriminated due to they're ethnic. 

MW20 Dong 

Nai 

Female 24 Yes 2 year Ha Tinh 

(1150 km) 

She and her husband got married three years ago, but they 

could not find jobs. They went to her uncle house and live 

with them. Her uncle found her a job in the garment 

factory. She wants to have a child, but they were still 

worried about how to take care of their kid.  

MW21 Dong 

Nai 

Female 26 No 4 years Bac Lieu 

(350 km) 

Her mother and she migrated to Dong Nai and lived 

together at a rented apartment in a busy street near her 

company where her mother had a small glossary shop. She 

and her mother always feel that the environment in the 

city was too polluted, and everything is so costly.   
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Appendix 4. Bi-variable analysis of verbal violence and demographic characteristics 

 

Verbal violence Bivariable test 

No Yes Total  

Gender 

Male 59 17 76 

 Pearson chi2(1) =   2.2228   

Pr = 0.136 

  77.63 22.37 100 

Female 214 38 252 

  84.92 15.08 100 

Ethnic 

Kinh 244 48 292 

Pearson chi2(1) =   0.2075   

Pr = 0.649 

  83.56 16.44 100 

Other ethnic 29 7 36 

  80.56 19.44 100 

Education level   

Primary school and lower 13 0 13 

Pearson chi2(3) =   3.1241   

Pr = 0.373; Fisher's exact =                 

0.411 

  100 0 100 

Secondary School 104 23 127 

  81.89 18.11 100 

High school 104 23 127 

  81.89 18.11 100 

Vocational and tertiary 

education 52 9 61 

  85.25 14.75 100 
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Appendix 5. Bivariate analyses of turnover intention and related factors 

Demographic and personal 

characteristic factors Turnover Intention  
Age (year) OR = 0.9517058 z = -2.67, P>|z|= 0.008 

  Turnover Intention     

  No Yes Total   

Gender         

Male 29 47 76 

 Pearson chi2(1) =   

9.6043   Pr = 0.002 

  38.16 61.84 100 

Female 146 104 250 

  58.4 41.6 100 

Marital status         

Yes 130 111 241 

Pearson chi2(1) =   0.0293   

Pr = 0.864 

  53.94 46.06 100 

No 46 41 87 

  52.87 47.13 100 

Ethnic         

Kinh 155 137 292 

Pearson chi2(1) =   0.3554   

Pr = 0.551 

  53.08 46.92 100 

Other ethnic 21 15 36 

  58.33 41.67 100 

Education level         

Primary school and lower 12 1 13 

          Pearson chi2(4) =  

15.8504   Pr = 0.003 

           Fisher's exact =                 

0.002 

  92.31 7.69 100 

Secondary School 68 59 127 

  53.54 46.46 100 

High school 71 56 127 

  55.91 44.09 100 

Vocational education 14 11 25 

  56 44 100 

Tertiary education 11 25 36 

  30.56 69.44 100 

Migration time         

< 2 years 49 49 98 

Pearson chi2(2) =   3.1421   

Pr = 0.208 

  50 50 100 

2-5  years 56 56 112 

  50 50 100 

> 5 years 71 47 118 

  60.17 39.83 100 

  No Yes Total   

Social Connectedness          

Isolated or low level 9 15 24 Pearson chi2(3) =  

11.1435   Pr = 0.011   37.5 62.5 100 
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Some social support 16 20 36 

  44.44 55.56 100 

socially connected 86 48 134 

  64.18 35.82 100 

very socially connect 65 69 134 

  48.51 51.49 100 

Housing condition 

satisfaction          

No 77 73 150 

 Pearson chi2(1) =   

0.6010   Pr = 0.438 

  51.33 48.67 100 

Yes 99 79 178 

  55.62 44.38 100 

Housing sanitation condition 

satisfaction          

No 33 36 69 

Pearson chi2(1) =   1.1954   

Pr = 0.274 

  47.83 52.17 100 

Yes 143 116 259 

  55.21 44.79 100 

House ownership         

No 18 16 34 

Pearson chi2(1) =   0.0079   

Pr = 0.929 

  52.94 47.06 100 

Yes 158 136 294 

  53.74 46.26 100 

Migration intention         

No 157 57 214 

Pearson chi2(1) =  

96.1543   Pr = 0.000 

  73.36 26.64 100 

Yes 19 95 114 

  16.67 83.33 100 

Living with who         

Alone 42 28 70 

Pearson chi2(2) =   1.8134   

Pr = 0.404 

  60 40 100 

With spouse or partner 116 104 220 

  52.73 47.27 100 

With friend 18 20 38 

  47.37 52.63 100 

Average monthly income in 

the last 4 months          

3-5 million VND 110 90 200 

Pearson chi2(2) = 0.6463 

Pr = 0.724 

 Fisher's exact =    0.753 

  55 45 100 

5-7 million VND 57 56 113 

  50.44 49.56 100 

Over 7 million VND 5 5 10 

  50 50 100 

Income satisfaction         
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Yes 156 105 261 

Pearson chi2(1) =  

19.1928   Pr = 0.000 

  59.77 40.23 100 

No 20 47 67 

  29.85 70.15 100 

Psychological demand          

Low 102 53 155 

Pearson chi2(1) =  

17.4403   Pr = 0.000 

  65.81 34.19 100 

High 74 99 173 

  42.77 57.23 100 

Level of job control          

Low 50 53 103 

Pearson chi2(1) =   1.5797   

Pr = 0.209 

  48.54 51.46 100 

High 126 99 225 

  56 44 100 

Social support at the 

workplace         

Low 11 14 25 

Pearson chi2(1) =   1.0153   

Pr = 0.314 

  44 56 100 

High 165 138 303 

  54.46 45.54 100 

Working hours         

<=48 hours/week 64 42 106 

 Pearson chi2(2) =   

9.4911   Pr = 0.009 

  60.38 39.62 100 

49-71 hours/week 76 56 132 

  57.58 42.42 100 

>=72 hours/week 36 54 90 

  40 60 100 

Verbal violence         

Yes 21 34 55 

Pearson chi2(1) =   6.3654   

Pr = 0.012 

  38.18 61.82 100 

No 155 118 273 

  56.78 43.22 100 
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Appendix 6. Bivariate analyses of absenteeism intention and related factors 

 No Yes Total   

Gender         

Male 59 17 76 

 Pearson chi2(1) =   0.0007   

Pr = 0.979 

  77.63 22.37 100 

Female 196 56 252 

  77.78 22.22 100 

Marital status         

Yes 186 55 241 

Pearson chi2(1) =   0.1679   

Pr = 0.682 

  77.18 22.82 100 

No 69 18 87 

  79.31 20.69 100 

Ethnic         

Kinh 155 137 292 

Pearson chi2(1) =   0.3554   

Pr = 0.551 

  53.08 46.92 100 

Other ethnic 21 15 36 

  58.33 41.67 100 

Education level         

Primary school and lower 11 2 13 

Pearson chi2(4) =   3.7594   

Pr = 0.440 

           Fisher's exact =                 

0.427 

  84.62 15.38 100 

Secondary School 104 23 127 

  81.89 18.11 100 

High school 97 30 127 

  76.38 23.62 100 

Vocational education 17 8 25 

  68 32 100 

Tertiary education 26 10 36 

  72.22 27.78 100 

Migration time         

< 2 years 80 18 98 

Pearson chi2(2) =   4.5847   

Pr = 0.101 

  81.63 18.37 100 

2-5  years 91 21 112 

  81.25 18.75 100 

> 5 years 84 34 118 

  71.19 28.81 100 

Income level         

3-5 million VND 160 40 200 

Pearson chi2(2) =   1.3484   

Pr = 0.510 

           Fisher's exact =                 

0.446 

  80 20 100 

5-7 million VND 85 28 113 

  75.22 24.78 100 

Over 7 million VND 7 3 10 

  70 30 100 

Income satisfaction         

Yes 209 52 261 Pearson chi2(1) =   4.0184   

Pr = 0.045   80.08 19.92 100 
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No 46 21 67 

  68.66 31.34 100 

Psychological demand          

Low 121 34 155 

Pearson chi2(1) =   0.0175   

Pr = 0.895 

  78.06 21.94 100 

High 134 39 173 

  77.46 22.54 100 

Level of job control          

Low 100 3 103 
Pearson chi2(1) =  32.4700   

Pr = 0.000 

           Fisher's exact =                 

0.000 

  97.09 2.91 100 

High 155 70 225 

  68.89 31.11 100 

Social support at 

workplace         

Low 23 2 25 Pearson chi2(1) =   1.0153   

Pr = 0.314 

Pearson chi2(1) =   3.1788   

Pr = 0.075 

  92 8 100 

High 232 71 303 

  76.57 23.43 100 

Verbal violence         

Yes 31 24 55 

Pearson chi2(1) =  17.4576   

Pr = 0.000 

  56.36 43.64 100 

No 224 49 273 

  82.05 17.95 100 

          

Punishment for errors 

in the workplace         

Yes 136 53 189 

Pearson chi2(1) =   8.6297   

Pr = 0.003 

  71.96 28.04 100 

No 119 20 139 

  85.61 14.39 100 
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Appendix 7. Approval of the PhD project ethical protocol 
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Appendix 8. Guidelines for Key Informant Interview and In-depth Interview 

Guideline for Key Informant Interview 

 Government officials/Trade Union/Researchers 

Name of Respondent: 

Age: 

Profession:  

Education: 

Date of Interview: 

Place of Interview: 

1. Can you tell us about the current situation of working environment of the garment 

industry in Vietnam?  

2. What are problems migrant workers having who are working in this sector? 

3. What are health problems do the migrant workers have related to their work? 

4. What are safety problems do the migrant workers have at their work place? 

5. How the problems of migrant workers’ health and safety are currently being 

addressed?  

6. How the government is monitoring the health and safety issues for the migrant 

workers?  

7. What are current programs ongoing in Vietnam to improve the working condition 

for migrant workers in the garment industry?  

8. What do you do to solve the problem of your safety?  

9. What is a barrier and challenges Vietnam having to improve working condition?   

10. What needs to be done to improve the working condition in the garment industry 

in Vietnam?   

11. What is policy gap to address the issue of migrant workers’ health and safety in 

Vietnam? 
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Guideline for Key Informant Interview 

FACTORY’S TRADE UNION/MANAGER 

General information: 

1. Place of work: ............................................................ ………… 

2. Name of interviewee: ……………………………………………………. 

3. Position: ………………………………………………………………………… 

4. Work experience: …………………………………… ………………………. 

 

5. Interviewer's name: ………………………………………………………… .. 

6. Interview date: …………………………………………… ………………… .. 

7. Time: …………………………………………………………………… 

 

Main research topics: 

1. Profile description of the factory 

• Description of the factory (the type of production, mode of production, 

production time)  

• Physical, chemical and ergonomic hazards that female workers face in the 

factory 

• Management model (including trade union activities, labour protection 

councils ...) 

• Regulations, policies and activities on the provision of health service in 

factory 

2. Health status of workers at the factory. What are the key health problems? 

• Information from the Periodic health examination. 

• Report of the health room of the factory 

3. When encountered a health problem, where do female migrant workers go to get 

medical treatment? 

• Sicked or injured 

• Reproductive health (RH) and maternal, newborn, and child health 

(MNCH) problems 

• Do workers use health insurance 

• Reproductive health (RH) and maternal, newborn, and child health (MNCH) 

Programs for female workers of the factory. 
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• Communication and education related to RH& MNCH: frequency? 

content? Advantages / difficulties 

• Providing RH& MNCH services? Specific activities? Advantages / 

disadvantages  

• What are the individuals or departments of the factory that are involved in 

ensuring the health of female workers? 

• What role does the Trade union in ensuring the health of female workers? 

• To what extent does the union's role fulfil the needs of female workers? 

• Advantages/disadvantages when implementing regulations, management 

mechanisms, legal documents on reproductive health care for female 

workers. 

• Other issues 

4. Which agencies, committees, sectors and organizations participate in providing 

health services to migrant workers? 

• Your assessment of these services (quantity, quality, price, accessibility 

...)? 

• What suggestions do you have for these units to improve service quality 

and accessibility? 

5.  Evaluate opportunities and challenges for strengthening the health of migrant 

workers 
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Guideline For In-depth Interview with the migrant worker: 

Age: 

Education: 

Date of Interview: 

Place of Interview: 

   

A. Work and workplace health and safety issues 

 

1.  Can you describe the overall job and working environment? 

1.1.What type of work you do at the factory?  

1.2.When do you start to work?  

1.3.How long do you work at the factory? 

2. What are the health problems do you have related to your work? 

3. What are safety problems do you have in the workplace? 

4. How do you get support from the employer when you any health-related problems 

due to the work? 

4.1. What do you do to solve the problem of your health? 

4.2. What do you do to solve the problem of your safety?  

B. Living condition 

5. What kind of environment do you live in?  

6. What type of work do you at home after you return from work? 

7. Who works in the household when you work in factories?  

8. Do you have children? Who takes care of your children when you are at work? 

C. Migrant and health and safety issues 

9. How long have you migrated to this province? And from where? 

10. Can you describe the issues that you had faced as a migrant worker?  

11. Who did you ask for support when you faced an issue? 

D. Health services 

12. Where do you go for health when you get sick? 

13. What kinds of treatment do you receive? 

14. How do you manage the treatment cost? 

15. What needs to be done to improve your working condition at the factory?  

16. What are the challenges do you have as migrant workers to manage your work at the 

factory and at home? 
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Appendix 9. Quantitative survey questionaire. 

a. English version 

 

 
CODE 

       

 

The Health and Safety of Migrant workers in the Garment industry in 

Vietnam: Key issues and potential strategies. 
 

GU ref no: 2016/681 

Introduction: The study "Health and safety of migrant workers in the garment industry in 

Vietnam” is an assessment of the dual burden on the health of migrant workers in the 

garment industry in Vietnam. The object of the study is migrant workers from provinces 

outside Hung Yen to live and work in garment factories for more than 6 months to less 

than 10 years. Your participation in the study will contribute significantly to the work of 

health care for workers in the garment industry in Vietnam. If you have questions related to 

research, you can contact researcher Pham Cong Tuan at phone number 0988455083.  

………………………………………………… ……………………………… 

 

Instructions for answering questions: Fill in the appropriate information or circle the appropriate 

answers as in the example below 

TT Question Answer  Code 

1  Your gender? 
Male 1 

Female 2 

2 
When was you born? 

Years: ... 1986 ..... 
  

 

 

………………………………………………………………………………………… 

Administrative information 

Investigator 
Name ………………… ………… Code: ... 
 

Signature: ……………………………    

Good quality    
 

Need to do it again  

Supervisor 
Full name …………… ………… Code: ... 
 

Signature: ………………………………    

Good quality    
 

Need to do it again  
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I. GENERAL INFORMATION ABOUT INTERVIEWED PEOPLE 

Please circle or fill in the appropriate answer 

TT Question Answer Code 

1.1 Sex? 
Male 1 

Female 2 

1.2 
Which garment company are you 

working for? 

…… .. …………… ....... ………… 
 

1.3 How old are you? 
 

Year …………….......…………. 
  

1.4 Where did you move from to Hung 

Yen? 

 

Province …………… ....... ………… 
 

1.5 How long have you migrate to Hung 

Yen? 

 

Month ……… year ............ 
 

1.6  
What is your highest level of 

education? 

Not attending school 1 

Primary 2 

Middle school (Middle school) 3 

High school (High school) 4 

Primary or Intermediate vocational 5 

College or University or more 6 

Other (specify): ………… ……. 99 

1.7  What is your current marital status? 

Not married yet 1 

Being married 2 

Widowed 3 

Divorced 4 

Separated 5 

1.8 Did you have a child? 

No children 1 

Yes  

Specify number of children: 

…………… ... 

2 

1.9 

If you have children, who do they 

live with? 

(You can select multiple possible 

answers) 

Along live with myself 1 

Live with grandparents / relatives 2 

large, separate living 3 

1.10 What is your ethnic? 

Kinh 1 

Other 

Specify: ........................ 
99 
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II. ARTICLE WORKING FACTS 

A. Working time and leave 

Please fill in the information about working time and leave work in accordance with you 

TT Question Answer Code 

2.1 
When did you work as a garment 

worker? 

May............ 
  

2.2 When did you work in this company? 
May............ 

  

2.3 
Within the last 4 weeks, how many days 

a week do you work on average? 

............................... Day 
  

2.4 

 

Within the last 4 weeks, how many 

hours do you work on average per day 

(Time from the time of arrival to the 

time you leave the company) 

... ............. ................ Hour  

2.5 
Within the last 4 weeks, did you work 

on Sunday? 

Yes 

Specify: ………… day 
1 

No 2 

2.6 
Over the past three months, have you 

been off work? 

Yes 1 

No 

Move to 2.13 
2 

2.7 If yes, how many times?  
...................... Times 

 

2.8 And how many days totally?  ............................ Day  

2.9 Are you paid for that day off? 
Yes 1 

No 2 

2.10  
Have you been awarded bonus for that 

day? 

Yes 1 

No 2 

2.11 

What are your reasons for the absent/s? 

(You can select multiple possible 

answers) 

Sick / injured for a long time 1 

Illness / injury shortly 2 

Occupational / Occupational 

Accidents 
3 

Other reasons (maternity leave, 

family and personal and other 

reasons) 

99 
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TT Question Answer Code 

2.12  
Do you think the working conditions 

lead to your absence? 

Yes 1 

No 2 

2.13 
In what form are you paid by the 

company? 

Paying by product 1 

Paying by working time 2 

Paying in another form 

Specify: ……………………… .. 
99 

2.14 

At your company, if you have a 

problem can you suggest / reflect / 

seek help from someone? 

Yes 1 

No one / unknown person 2 

Do not trust anyone who is able 

to help 
3 

2.15 If yes, who is that 

Friend / colleague 1 

Officer of the Trade Union 2 

Member of the board of directors 3 

Head / Head passes 4 

Other people;  

Specify: ……………… .. …… .. 
99 

 

B. Intending to work in the near future 

Please circle your answer about your intentions for future work. 

TT Question Answer Code 

2.16  

Do you intend to change your 

position or change your job? 

 

Never 1 

Rarely 2 

Sometimes 3 

Often 4 

Always 5 

2.17 

In the next 12 months, the possibility 

that you will continue to work at the 

company you are currently working 

on? 

Be sure to stay 1 

May stay 2 

Confusing / undecided 3 

May change another company 4 

Sure switch another company 5 
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TT Question Answer Code 

2.18 

In the next 12 months, the possibility 

that you / you continue to work as a 

garment worker? 

Definitely continue to do 1 

Maybe will do 2 

Confusing / undecided 3 

May change work 4 

Definitely do other work 5 

2.19 

In the next 12 months, the possibility 

that you will return to your home town 

or migrate to another place for living? 

Be sure to stay 1 

May stay 2 

Confusing / undecided 3 

Will probably move 4 

Sure move 5 

2.20 

Are you looking for information about 

job positions at other companies or 

jobs? 

Yes 1 

No 2 

2.21 

Are you discussing with friends / family 

about changing workplaces or other 

jobs? 

Yes 1 

No 2 

2.22 
Are you in apprenticeship / learning a 

new job? 

Yes 1 

No 2 

2.23 
Are you applying in another company / 

another job? 

Yes 1 

No 2 

2.24 

If yes, what is the reason why you want 

to relocate or find a new job? 

 

(Can choose multiple options) 

Have higher income 1 

Have less toxic conditions 2 

Have shorter working time 3 

Close to family / friends 4 

Ability to develop and study 

better 
5 

Having a relationship with a 

more harmonious colleague / 

leader 

6 

Suitable for your health   

Other causes. 

Specify: ……………………… .. 
99 
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C.  Evaluation of what you are doing 

For each question, think about the most recent time with your feelings about what you are doing 

and circle 1 in The numbers 1,2,3,4 correspond to the level of agreement on your work experience, 

respectively: 1 = Strongly disagree; 2 = Disagree; 3 = Agree; 4 = Strongly Agree) 

No Questions 
Strongly 

Agree 
Agree  Disagree 

Strongly 

disagree 

C1.  My job requires me to work very quickly 4 3 2 1 

C2.  My job requires me to work hard 4 3 2 1 

C3.  I'm required to do excessive work 4 3 2 1 

C4.  I don't have enough time to finish my work 4 3 2 1 

C5.  
I'm exposed to conflicting demands from 

others 
4 3 2 1 

C6.  
My job requires long periods of intense 

concentration 
4 3 2 1 

C7.  

My tasks are often interrupted before 

completion, which requires me to resume 

them later 

4 3 2 1 

C8.  I'm always in a hurry in my work 4 3 2 1 

C9.  
Requiring the work of other individuals or 

other services often slows me 
4 3 2 1 

C10.  My job allows me to make many decisions 4 3 2 1 

C11.  
I have a lot of freedom to decide how I will 

do my job 
4 3 2 1 

C12.  
I have a lot of freedom to decide how I will 

do my job 
4 3 2 1 

C13.  
I can determine the order in which I perform 

my tasks 
4 3 2 1 

C14.  I can determine when to work 4 3 2 1 

C15.  I can easily leave work for short periods 4 3 2 1 
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TT Sentence asked 
Strongly 

Agree 
Agree  Disagree 

Strongly 

disagree 

C16.  I set break times myself 4 3 2 1 

C17.  I can determine my own work pace 4 3 2 1 

C18.  
My job requires me to assimilate new 

knowledge 
4 3 2 1 

C19.  My work includes some repetitive tasks 4 3 2 1 

C20.  My job requires me to be creative 4 3 2 1 

C21.  
My work involves a high level of 

qualification 
4 3 2 1 

C22.  My work includes many activities 4 3 2 1 

C23.  I have the opportunity to develop skills 4 3 2 1 

C24.  
I can set the time when I start and finish my 

work 
4 3 2 1 

C25.  I can interrupt my work as I wish 4 3 2 1 

C26.  I determine days off myself 4 3 2 1 

C27.  I know my work schedule at least 1 month 4 3 2 1 

C28.  The atmosphere in the workplace is good 4 3 2 1 

C29.  
Aggressiveness is rare among my colleagues 

and me 
4 3 2 1 

C30.  
If I want, I can get help from one or more 

colleagues 
4 3 2 1 

C31.  
I have a good relationship with my 

immediate supervisor 
4 3 2 1 

C32.  
Immediate supervisor takes my ideas into 

account sufficiently 
4 3 2 1 

C33.  
Immediate supervisor has a clear picture of 

how I work 
4 3 2 1 

C34.  
Immediate supervisor gives me enough 

support in my work 
4 3 2 1 

C35.  
I am suffi ciently informed of what's 

happening at work 
4 3 2 1 
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D. Does your work environment have any of the following harm factors: 

This section asks about two things: exposure level and felt her exposure to harmful elements work. 

You read the harmful factors in turn if you do not exposure to that harmful factor at work, circle 1 

(no contact) and move to the next line. If there is contact on the number 2 or 3. Then respond to the 

comment by circling 1, 2, 3 or 4 depending on how much you feel with that contact. 

No. Hazardous factor 

Exposure level  Feeling 

Non-

contact 

Someti

mes 

  

Frequentl

y exposed 

 Very 

uncom

fortabl

e 

Uncom

fortabl

e 

Not 

uncomfo

rtable 

Complete

ly 

uncomfor

table 

D1 Hot 1 2 3  1 2 3 4 

D2 Dust 1 2 3  1 2 3 4 

D3 Noise 1 2 3  1 2 3 4 

D4 
Hazardous 

chemicals 
1 2 3 

 
1 2 3 4 

D5  Unpleasant odor 1 2 3  1 2 3 4 

D6 

Pressure on 

high/fast working 

speed 

1 2 3 

 

1 2 3 4 

D7 

Eye strain caused 

by working with 

small details  

1 2 3 

 

1 2 3 4 

D8 

Continuous 

movement of 

fingers, wrists, 

forearms  

1 2 3 

 

1 2 3 4 

D9 Scolded / shouted 1 2 3  1 2 3 4 

D10 
Failed for working 

error 
1 2 3 

 
1 2 3 4 

D11 
Sit continuously for 

a long time 
1 2 3 

 
1 2 3 4 

D12 
Stand continuously 

for a long time 
1 2 3 

 
1 2 3 4 

D99 

Other factors 

Specify: 

……………… 

1 2 3 

 

1 2 3 4 
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III. LIVING CONDITIONS AND ECONOMIC SITUATION 

Please circle the number corresponding to the answer that is appropriate to your current living 

conditions 

TT Question Answer Code 

3.1 Where do you live?   

Renting a house/hostel 1 

Dormitory house for workers 2 

Self-owned house/house of spouse 3 

House of parents / parents-in-law or 

relative / relative 
4 

Other (specify): .. ............................ 99 

3.2  Who do you live with? 

Alone 1 

Staying with family/lover 2 

Staying with friends/acquaintances 3 

Other (specify): ................ ........... 99 

3.3 The area of your house/apartment 
............................ m3 

 

3.4  
How do you assess your living 

conditions?  

Very comfortable  1 

Comfortable  2 

Not comfortable  3 

Very uncomfortable  4 

3.5  

 What is the main source of water 

that you use for eating and living? 
Tap water  1 

Drilling well  2 

Other, specify .................................. 3 

3.6 Do you have a private toilet? 
No 1 

Yes 2 

3.7  
How do you rate the general 

sanitation of the place you live? 

Very good, can not affect health 1 

Good, less likely to affect health 2 

Not good, can affect health 3 

Very bad, affecting health 4 
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TT Question Answer Code 

3.8 

In the next 12 months, what is the 

probability that you will move/move 

to another house/apartment? 

Be sure to stay 1 

May stay 2 

Confusing / undecided 3 

May be transferred 4 

Sure move 5 

3.9 
In the last three months, what 

average monthly income is yours? 

Under 3 million VND 1 

From 3 million - 5 millionVND  2 

From 5 million - 7 million VND 3 

Over 7 million VND   4 

3.10 
Are your income guaranteed for 

family life?  

Very guaranteed 1 

Guaranteed 2 

Not guaranteed  3 

Very unsecured 4 

3.11 Are you satisfied with your income? 

Very satisfied 1 

Satisfied 2 

Dissatisfied 3 

Very dissatisfied 4 

3.12 
In the three months past, your 

average monthly saving is? 

Yes, 

Specify: ……..... million VND 
1 

Do not remember / unknown / not 

answer 
98 

3.13 
What is the purpose of your saving? 

(Can choose multiple options) 

Buy land/house to stay in 1 

Have capital to go home / to other 

places to live 
2 

Have capital to do business / other 

jobs 
3 

Raise / educate children / Send to 

family / parents 
4 

Pay my debt / Family 5 

For prevention when 

uncertain/sick/ Save for old age 
6 

Other purposes;  

Specify: ……… .. …………. 
99 
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IV. ENTERTAINMENT AND HABIT: 

(Please circle the number corresponding to the answer to your entertainment and living habits) 

TT Question Answer Code 

4.1.  
Do you often participate in any 

recreational activities? 

Yes 1 

No 

If no answer to question 4.3 
2 

4.2. 

What is the reason for not participating 

in entertainment activities?  

(You can choose multiple options) 

No free time 1 

To save money 2 

Feeling not healthy enough  3 

No friends to join 4 

No entertainment near the place 5 

Other reason  

Please specify: ………….. 
99 

4.3 
Leisure activities that you involved?  

(Can choose multiple answer options) 

Watch TV, watch video 1 

Go to movies, music / Sing karaoke 2 

Read books, stories 3 

House cleaning/housework/ Take 

care of yourself / go shopping 

4 

Using the Internet, games, phones 5 

Going out / Visiting friends and 

relatives playing 

6 

cards 8 

Drinking alcohol/beer 9 

Other activities  

Specify: ………………. 

…………… 

99 

4.5 
Do you play any sport or physical 

activities? 

Yes 

Name of activities: ……………… 

1 

No 2 

4.6 
Do you have health insurance? If yes, 

what kind? 

No health insurance 1 

Yes, voluntary health insurance 

(self-buy / self-pay) 
2 

Yes, compulsory health insurance 

(purchased by the company) 
3 

Don't know/don't remember 98 
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V. SOCIAL RELATIONS 

The following questions ask about feelings of siblings in the last 4 weeks 

for every question you think is closest to your perception and circle the numbers 1,2,3,4,5 vao1 

corresponding to the frequent perception I, respectively, are as follows: 1 = Never; 2 = rarely; 3 = 

about half of the times; 4 = most times; 5 = always) 

TT Question Always Most 

About 

half of 

the times 

Seldom Never 

In the last 4 weeks 

5.1  
 It has been easy to relate to 

others 
5 4 3 2 1 

5.2  I felt isolated from other people 5 4 3 2 1 

5.3 I felt isolated from other people 5 4 3 2 1 

5.4  
I found it is easy to get in touch 

with others when I needed to 
5 4 3 2 1 

5.5 
When with other people, I feel 

isolated from them 
5 4 3 2 1 

5.6 I felt alone and friendless 5 4 3 2 1 

 

Thank you for your participation in answering your questions. 
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b. The vietnamese version 

 
Mã số phiếu 

       

 

NGHIÊN CỨU  

Sức khoẻ và an toàn của người lao động di cư trong ngành may mặc ở Việt Nam 

GU ref no: 2016/681 

Giới thiệu về nghiên cứu: Nghiên cứu “Sức khỏe và an toàn của người lao động di cư trong ngành 

công nghiêp may mặc ở Việt Nam” là đánh giá gánh nặng kép lên sức khỏe người lao động di cư 

trong ngành may ở Việt Nam. Đối tượng của nghiên cứu là công nhân di cư từ các tỉnh ngoài Hưng 

Yên đến sống và làm việc tại các nhà máy may trong vòng từ hơn 6 tháng tới dưới 10 năm. Sự 

tham gia của Anh/Chị vào nghiên cứu sẽ góp phần quan trọng vào công tác chăm sóc sức khỏe cho 

lao động thuộc ngành may mặc ở Việt Nam. Nếu Anh/chị có câu hỏi liên quan đến nghiên cứu, chị 

có thể liên hệ với nghiên cứu viên Phạm Công Tuấn tại số điện thoại 0988455083.  

 

 

Hướng dẫn trả lời câu hỏi: Điền thông tin thích hợp hoặc khoanh tròn vào các câu trả lời thích 

hợp như ví dụ dưới đây 

TT Câu hỏi Trả lời  Mã 

1 Giới tính của bạn? 
Nam 1 

Nữ 2 

2 Anh/Chị sinh năm bao nhiêu Năm: ... 1986.....   

 

 

………………………………………………………………………………………… 

Thông tin hành chính 

Điều tra viên 

Họ tên……………………………… Mã số: … 

 

Chữ ký: …………………………………………    

Chất lượng tốt    

 

Cần thực hiện lại  

Giám sát viên 

Họ tên……………………………… Mã số: … 

 

Chữ ký: …………………………………………    

Chất lượng tốt    

 

Cần thực hiện lại  
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I. THÔNG TIN CHUNG VỀ NGƯỜI ĐƯỢC PHỎNG VẤN 

Anh/Chị hãy khoanh tròn hoặc điền thông tin vào câu trả lời phù hợp 

TT Câu hỏi Trả lời Mã 

1.1 Giới tính của Anh/Chị? 
Nam 1 

Nữ 2 

1.2 
Anh/Chị hiện đang làm việc ở công ty 

may nào? ……..…………….......………… 
 

1.3 Anh/Chị sinh năm bao nhiêu? 
Năm …………….......…………. 

  

1.4 

Anh/Chị chuyển đến Hưng Yên sống 

và làm việc từ tỉnh nào? Tỉnh …………….......………… 
 

1.5 

Anh/Chị chuyển đến Hưng Yên sống 

và làm việc từ thời gian nào? Tháng………năm............ 
 

1.6 
Trình độ học vấn cao nhất của 

Anh/Chị là gì? 

Chưa đi học 1 

Tiểu học 2 

Trung học cơ sở (Cấp II) 3 

Phổ thông trung học (Cấp III) 4 

Sơ cấp hoặc Trung cấp nghề 5 

Cao đẳng hoặc Đại học trở lên 6 

Khác (ghi rõ): ………………. 99 

1.7 
Tình trạng hôn nhân của Anh/Chị hiện 

nay như thế nào? 

Chưa kết hôn bao giờ 1 

Đang có vợ/chồng 2 

Góa 3 

Ly hôn 4 

Ly thân 5 

1.8 Anh/Chị đã có con chưa? 

Chưa có con 1 

Có  

Ghi rõ số con: ……………... 
2 

1.9 

Nếu đã có con, con của Anh/Chị hiện 

đang sống với ai? 

(Có thể chọn nhiều phương án trả 

lời) 

Cùng sống với bản thân 1 

Sống cùng với ông bà/ họ hàng 2 

Đã lớn, sống riêng 3 

1.10 Dân tộc 

Kinh 1 

Khác 

Ghi rõ: …………………… 
99 
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II. ĐIỀU KIỆN LÀM VIỆC 

A. Thời gian làm việc và nghỉ phép 

Hãy điền những thông tin về thời gian làm việc và xin nghỉ làm việc phù hợp với Anh/Chị 

TT Câu hỏi Trả lời Mã 

2.1 Anh/Chị làm nghề may từ khi nào? Tháng………năm............   

2.2 
Anh/Chị làm ở doanh nghiệp này từ 

khi nào? Tháng………năm............ 
  

2.3 

Trong vòng 4 tuần qua, Anh/Chị làm 

việc trung bình bao nhiêu ngày một 

tuần? ............................... Ngày 

  

2.4 

 

Trong vòng 4 tuần qua, Anh/Chị làm 

việc trung bình bao nhiêu giờ một 

ngày (Thời gian kể từ khi đến nơi làm 

việc đến khi rời khỏi công ty) 

…............................. Giờ  

2.5 
Trong vòng 4 tuần qua, Anh/Chị có 

đi làm vào Chủ nhật lần nào không? 

Có 

Số lần trong 4 tuần qua: ………… 
1 

Không 2 

2.6 

Trong vòng ba tháng trở lại đây, 

Anh/Chị có nghỉ làm việc ngày nào 

không? 

Có 1 

Không 

Chuyển câu 2.13 
2 

2.7 Nếu có, là bao nhiêu lần?  
.............................. Lần 

 

2.8 Và tổng số là bao nhiêu ngày?  ............................ Ngày  

2.9 
Anh/Chị có được trả lương cho ngày 

nghỉ đó không? 

Có 1 

Không 2 

2.10 
Chị có được tính tiền thưởng cho ngày 

nghỉ đó không 

Có 1 

Không 2 

2.11 

Anh/Chị nghỉ việc do những nguyên 

nhân nào? 

(Có thể chọn nhiều phương án trả 

lời) 

Bị bệnh/ chấn thương trong thời gian 

dài 
1 

Bị bệnh/chấn thương trong thời gian 

ngắn 
2 

Bệnh nghề nghiệp/tai nạn nghề 

nghiệp 
3 

Lí do khác: nghỉ đẻ, công việc gia 

đình, việc cá nhân và những lí do 

khác 

99 
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TT Câu hỏi Trả lời Mã 

2.12 

Anh/Chị có nghĩ rằng những điều 

kiện làm việc dẫn đến sự nghỉ làm 

của mình hay không? 

Có 1 

Không 2 

2.13 
Anh chị được công ty trả lương theo 

hình thức nào? 

Trả lương theo sản phẩm 1 

Trả lương theo thời gian làm việc 2 

Trả lương theo hình thức khác 

Ghi rõ: ……………………….. 
99 

2.14 

Ở công ty của mình, nếu Anh/Chị gặp 

vấn đề khó khăn hoặc có vấn đề gì, 

Anh chị có thể đề xuất/phản ảnh/tìm 

sự giúp đỡ từ ai đó không? 

Có 1 

Không có ai/không biết người nào 2 

Không tin tưởng ai có khả năng giúp 

đỡ 
3 

2.15 Nếu có, người đó là ai 

Bạn bè/đồng nghiệp 1 

Cán bộ Công đoàn công ty 2 

Thành viên ban lãnh đạo công ty 3 

Tổ trưởng/Trưởng chuyền 4 

Người khác;  

Ghi rõ: ………………..…….. 
99 

 

B. Dự định công việc trong thời gian tới 

Anh/Chị hãy khoanh tròn vào câu trả lời về những dự định của chị cho công việc trong tương lai 

của Anh/Chị 

TT Câu hỏi Trả lời Mã 

2.16 

Anh/Chị có ý định thay đổi vị trí công 

tác hoặc đổi nghề hay không? 

 

Chưa bao giờ 1 

Hiếm khi 2 

Thỉnh thoảng 3 

Thường xuyên 4 

Luôn luôn 5 

2.17 

Trong 12 tháng tới, khả năng mà anh 

chị sẽ tiếp tục ở lại làm việc ở công ty 

hiện đang làm là? 

Chắc chắn ở lại 1 

Có thể sẽ ở lại 2 

Đang phân vân/chưa quyết định 3 

Có thể sẽ chuyển công ty khác 4 

Chắc chắn chuyển công ty khác 5 
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TT Câu hỏi Trả lời Mã 

2.18 
Trong 12 tháng tới, khả năng mà 

anh/chị tiếp tục làm nghề may là? 

Chắc chắn tiếp tục làm 1 

Có thể sẽ làm 2 

Đang phân vân/chưa quyết định 3 

Có thể sẽ chuyển làm việc khác 4 

Chắc chắn sẽ làm công việc khác 5 

2.19 

Trong 12 tháng tới, khả năng mà 

anh/chị sẽ chuyển về quê hoặc dịa 

phương khác sinh sống là? 

Chắc chắn ở lại 1 

Có thể sẽ ở lại 2 

Đang phân vân/chưa quyết định 3 

Có thể sẽ chuyển 4 

Chắc chắn chuyển đi 5 

2.20 

Anh/Chị có đang tìm hiểu thông tin 

về vị trí việc làm ở công ty khác hoặc 

việc làm khác? 

Có 1 

Không 2 

2.21 

Anh/Chị có đang bàn luận với bạn 

bè/gia đình về việc chuyển nơi làm 

việc hoặc việc làm khác? 

Có 1 

Không 2 

2.22 
Anh/Chị có đang học nghề/đang tìm 

hiểu một nghề mới? 

Có 1 

Không 2 

2.23 
Anh/Chị có đang nộp hồ sơ ở một 

công ty khác/một công việc khác? 

Có 1 

Không 2 

2.24 

Nếu có, nguyên nhân khiến Anh/Chị 

muốn chuyển nơi làm việc hoặc 

chuển công việc là gì? 

 

(Có thể chọn nhiều phương án trả 

lời) 

Có thu nhập cao hơn 1 

Có điều kiện làm ít độc hại hơn 2 

Có thời gian làm việc ngắn hơn 3 

Gần gia đình/bạn bè 4 

Có khả năng phát triển và học tập tốt 

hơn 
5 

Có mối quan hệ với đồng nghiệp/lãnh 

đạo hài hòa hơn 
6 

Phù hợp với sức khỏe của mình   

Nguyên nhân khác. 

Ghi rõ: ……………………….. 
99 
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C.  Đánh giá về công việc đang làm 

Đối với mỗi câu hỏi chị hãy nghĩ đến lần gần nhất với sự cảm nhận của mình về công việc đang 

làm và khoanh tròn vào1 trong các số 1,2,3,4 tương ứng với mức độ đồng ý về cảm nhận về công 

việc của mình, tương ứng như sau: 1= Hoàn toàn không đồng ý; 2= Không đồng ý; 3= Đồng ý; 4= 

Rất đồng ý) 

TT Câu hỏi 
Rất 

đồng ý 
Đồng ý  

Không 

đồng ý 

Hoàn 

toàn 

không 

đồng ý 

C1.  Công việc đòi hỏi tôi phải làm việc rất nhanh 4 3 2 1 

C2.  Công việc buộc tôi phải làm việc rất vất vả 4 3 2 1 

C3.  Họ bắt tôi làm việc quá mức 4 3 2 1 

C4.  
Tôi không đủ thời gian để hoàn thành công việc 

của mình 
4 3 2 1 

C5.  
Tôi thường gặp phải những yêu cầu vô lí từ 

những người khác trong khi làm việc 
4 3 2 1 

C6.  
Công việc đòi hỏi tôi phải tập trung cao độ trong 

thời gian dài 
4 3 2 1 

C7.  

Công việc của tôi thường xuyên bị gián đoạn 

trước khi hoàn thành khiến sau đó tôi lại phải 

bắt đầu lại 

4 3 2 1 

C8.  Tôi luôn bận rộn trong công việc 4 3 2 1 

C9.  

Việc phải chờ đợi công việc từ những người 

khác hoặc bộ phận khác thường xuyên làm 

chậm công việc của tôi lại 

4 3 2 1 

C10.  
Công việc cho phép tôi được tự quyết định 

nhiều thứ 
4 3 2 1 

C11.  
Tôi được thoải mái quyết định xem mình sẽ làm 

việc như nào 
4 3 2 1 

C12.  
Tôi có nhiều thứ để nói về những gì đang diễn ra 

trong công việc của mình 
4 3 2 1 

C13.  
Tôi có thể ấn định được trình tự công việc mà 

tôi muốn thực hiện 
4 3 2 1 

C14.  
Tôi có thể quyết định được thời điểm tiến hành 

công việc của mình 
4 3 2 1 

C15.  
Tôi có thể dễ dàng rời bỏ công việc một thời 

gian ngắn 
4 3 2 1 
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TT Câu hỏi 
Rất 

đồng ý 
Đồng ý  

Không 

đồng ý 

Hoàn 

toàn 

không 

đồng ý 

C16.  Tôi có thể tạm ngừng làm việc nếu tôi muốn 4 3 2 1 

C17.  
Tôi có thể tự quyết định nhịp độ công việc của 

mình 
4 3 2 1 

C18.  
Công việc đòi hỏi tôi phải cập nhật những kiến 

thức mới 
4 3 2 1 

C19.  
Công việc của tôi có rất ít các hoạt động lặp đi 

lặp lại 
4 3 2 1 

C20.  Công việc đòi hỏi tôi phải sáng tạo 4 3 2 1 

C21.  
Công việc của tôi đòi hỏi trình độ chuyên môn 

cao 
4 3 2 1 

C22.  Công việc của tôi bao gồm rất nhiều hoạt động 4 3 2 1 

C23.  Tôi có cơ hội phát triển các khả năng của mình 4 3 2 1 

C24.  
Tôi có thể chọn được giờ bắt đầu và kết thúc 

công việc của mình 
4 3 2 1 

C25.  Tôi tự quyết định thời điểm nghỉ giải lao 4 3 2 1 

C26.  Tôi tự quyết định ngày nghỉ phép 4 3 2 1 

C27.  
Tôi biết lộ trình công việc của mình trước ít 

nhất 1 tháng 
4 3 2 1 

C28.  Bầu không khí nơi tôi làm việc rất tốt 4 3 2 1 

C29.  Hiếm khi tôi và đồng nghiệp gây gổ 4 3 2 1 

C30.  
Nếu muốn, tôi có thể đề nghị được sự giúp đỡ 

từ đồng nghiệp 
4 3 2 1 

C31.  Tôi có mối quan hệ tốt với cấp trên của mình 4 3 2 1 

C32.  Cấp trên của tôi rất lắng nghe ý kiến của tôi 4 3 2 1 

C33.  
Cấp trên của tôi luôn có một cái nhìn rõ ràng 

về cách thức mà tôi làm việc 
4 3 2 1 

C34.  Họ giúp đỡ tôi nhiều trong công việc 4 3 2 1 

C35.  
Tôi được thông tin đầy đủ về những gì đang 

diễn ra ở nơi làm việc 
4 3 2 1 
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D. Môi trường làm việc của Chị có các yếu tố tác hại nào sau đây không: 

Phần này hỏi về 2 nội dung: mức độ tiếp xúc và cảm nhận của chị khi tiếp xúc với yếu tố tác hại 

nơi làm việc. Chị đọc lần lượt các yếu tố tác hại, nếu chị không gặp yếu tố tác hại đó nơi làm việc, 

hãy khoanh vào số 1 (không tiếp xúc) và chuyển xuống dòng tiếp theo. Nếu có tiếp xúc khoanh tròn 

vào số 2 hoặc 3. Sau đó trả lời tiếp phần cảm nhận bằng cách khoanh vào số 1, 2, 3 hoặc 4 tùy theo 

mức độ cảm nhận của chị với yếu tố tiếp xúc đó. 

STT Yếu tố tác hại 

Mức độ tiếp xúc  Cảm nhận 

Không 

tiếp 

xúc 

Đôi 

khi 

  

Thườn

g 

xuyên 

tiếp 

xúc 

 
Rất 

khó 

chịu 

Khó 

chịu 

Không 

khó 

chịu 

Hoàn 

toàn 

không 

khó 

chịu 

D1 Nóng 1 2 3  1 2 3 4 

D2 Bụi 1 2 3  1 2 3 4 

D3 Tiếng ồn 1 2 3  1 2 3 4 

D4 Hóa chất độc hại 1 2 3  1 2 3 4 

D5 Mùi khó chịu 1 2 3  1 2 3 4 

D6 
Áp lực về tốc độ 

làm việc cao/nhanh 
1 2 3 

 
1 2 3 4 

D7 

Căng thẳng mắt do 

làm việc với chi tiết 

nhỏ  

1 2 3 

 

1 2 3 4 

D8 

Cử động liên tục của 

ngón tay, cổ tay, 

cẳng tay  

1 2 3 

 

1 2 3 4 

D9 Bị chửi mắng/la hét 1 2 3  1 2 3 4 

D10 
Bị phạt vì lỗi trong 

quá trình làm việc 
1 2 3 

 
1 2 3 4 

D11 
Ngồi liên tục trong 

thời gian dài 
1 2 3 

 
1 2 3 4 

D12 
Đứng liên tục trong 

thời gian dai 
1 2 3 

 
1 2 3 4 

D99 
Yếu tố khác 

Ghi rõ: ………… 
1 2 3 

 
1 2 3 4 
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III. ĐIỀU KIỆN SỐNG VÀ TÌNH HÌNH KINH TẾ 

Anh/Chị hãy khoanh tròn số tương ứng với câu trả lời phù hợp với điều kiện sống hiện tại của 

Anh/Chị 

TT Câu hỏi Trả lời Mã 

3.1 Hiện tại Anh/Chị sống ở đâu?   

Thuê nhà/nhà trọ 1 

Nhà ký túc xá dành cho công nhân 2 

Nhà của bản thân/nhà của vợ, chồng 3 

Nhà của bố mẹ/bố mẹ chồng hoặc 

nhà người thân/họ hàng 
4 

Khác (ghi rõ): ................................... 99 

3.2 Hiện Anh/Chị sống cùng với ai? 

Ở một mình 1 

Ở cùng gia đình/người yêu 2 

Ở cùng bạn bè/người quen 3 

Khác (ghi rõ): ................................... 99 

3.3 
Diện tích nhà ở mà Anh/Chị đang ở 

là 
………………………. m3 

 

3.4 
Anh/Chị đánh giá điều kiện nhà ở 

đang sinh sống của Anh/chị thế nào?  

Rất tiện nghi/thoải mái 1 

Tiện nghi/thoải mái 2 

Không tiện nghi/thoải mái 3 

Rất không tiện nghi/thoải mái 4 

3.5  Nguồn nước chính mà Anh/Chị sử 

dụng để ăn uống và sinh hoạt là gì? 

Nước máy  1 

Giếng khoan  2 

Khác, ghi rõ...................................... 3 

3.6 
Anh/Chị có nhà vệ sinh riêng 

không? 

Không 1 

Có 2 

3.7 

Anh/Chị đánh giá điều kiện vệ sinh 

chung của nơi mình sinh sống như 

thế nào? 

Rất tôt, không thể ảnh hưởng tới sức 

khỏe 
1 

Tốt, ít có thể ảnh hưởng tới sức khỏe 2 

Không tốt, có thể ảnh hưởng tới sức 

khỏe 
3 

Rất không tốt, ảnh hưởng nhiều tới 

sức khỏe 
4 
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TT Câu hỏi Trả lời Mã 

3.8 

Trong 12 tháng tới, khả năng mà 

anh/chị sẽ chuyển nhà/chuyển tới 

một nơi ở khác là? 

Chắc chắn ở lại 1 

Có thể sẽ ở lại 2 

Đang phân vân/chưa quyết định 3 

Có thể sẽ chuyển 4 

Chắc chắn chuyển đi 5 

3.9 

Trong ba tháng qua, thu nhập 

trong 1 tháng của Anh/Chị trung 

bình là bao nhiêu? 

Dưới 3 triệu đồng 1 

Từ 3 triệu – 5 triệu đồng  2 

Từ 5 triệu - 7 triệu đồng 3 

Trên 7 triệu đồng   4 

3.10 
Thu nhập của Anh/Chị có đảm bảo 

cho cuộc sống gia đình không?  

Rất đảm bảo 1 

Đảm bảo 2 

Không đảm bảo  3 

Rất không đảm bảo 4 

3.11 
Anh chị có hài lòng với thu nhập 

của mình không? 

Rất hài lòng 1 

Hài lòng 2 

Không hài lòng 3 

Rất không hài lòng 4 

3.12 

Trong ba tháng qua, trung bình 

mỗi tháng Anh/Chị còn để dành 

được bao nhiêu tiền? 

Có, 

Ghi rõ số tiền: ....................triệu đồng 
1 

Không nhớ/không rõ/không trả lời 98 

3.13 

Anh/Chị để dành tiến với mục đích 

chính là? 

(Có thể chọn nhiều phương án 

trả lời) 

Mua đất/nhà để định cư ở lại 1 

Có vốn để về quê/đến địa phương 

khác sinh sống 
2 

Có vốn để làm ăn/làm nghề khác 3 

Dành nuôi/giáo dục con cái/Gửi cho 

gia đình/bố mẹ 
4 

Trả nợ của mình/Gia đình 5 

Để phòng khi bất trắc/ốm đau/ Để 

dành cho tuổi già 
6 

Mục đích khác;  

Ghi rõ: …………………..…………. 
99 

 

 



387 

 

IV.  GIẢI TRÍ VÀ THÓI QUEN: 

(Anh/Chị hãy khoanh tròn số tương ứng với câu trả lời phù hợp với thói quen giải trí và sinh hoạt 

của Anh/Chị) 

TT Câu hỏi Trả lời Mã 

4.1.  
Anh/Chị có thường tham gia hoạt 

động giải trí nào không? 

Có 1 

Không 

Nếu trả lời không chuyển đến câu 4.3 
2 

4.2. 

Lý do không tham gia hoạt động 

giải trí nào?  

(Có thể chọn nhiều phương án trả 

lời) 

Không có thời gian rảnh rỗi 1 

Để tiết kiệm tiền 2 

Cảm thấy không đủ sức khỏe  3 

Không có bạn bè để cùng tham gia 4 

Không có nơi giải trí ở gần nơi ở 5 

Lý do khác  

Ghi rõ: …………………..……….. 
99 

4.3 

Hoạt động giải trí Anh/Chị tham 

gia là?  

(Có thể chọn nhiều phương án trả 

lời) 

Xem tivi, xem băng hình 1 

Đi xem phim, ca nhạc/Hát karaoke 2 

Đọc sách báo, truyện 3 

Dọn dẹp nhà cửa/làm việc nhà/Chăm 

sóc bản thân/đi mua sắm 4 

Sử dụng Internet, games, điện thoại 5 

Đi chơi/Thăm bạn bè, họ hàng 6 

Đánh bài 8 

Uống rượu/bia 9 

Hoạt động khác  

Ghi rõ:……………….…………… 99 

4.5 
Anh/Chị có chơi một môn thể 

dục/thể thao nào không? 

Có 

Là môn thể thao nào: ……………… 1 

Không 2 

4.6 
Anh/Chị có Bảo hiểm y tế không? 

Nếu có là loại gì? 

Không có BHYT 1 

Có, BHYT tự nguyện (tự mua/ tự 

đóng) 
2 

Có, BHYT bắt buộc (do công ty mua) 3 

Không biết/ không nhớ 98 
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V. MỐI QUAN HỆ XÃ HỘI 

Các câu hỏi sau hỏi về cảm nhận của anh chị Trong 4 tuần qua 

Đối với mỗi câu hỏi chị hãy nghĩ đến gần nhất với sự cảm nhận của mình và khoanh tròn vào1 

trong các số 1,2,3,4,5 tương ứng với mức thường xuyên về cảm nhận của mình, tương ứng như sau: 

1= Không bao giờ; 2= ít khi; 3= khoảng một nửa số lần; 4= hầu hết số lần; 5=luôn luôn) 

TT Câu hỏi 
Luôn 

luôn 

Hầu 

hết 

Khoảng 

một nửa 

số lần 

Ít khi 
Không 

bao giờ 

Trong 4 tuần qua 

5.1 
Anh/Chị có dễ dàng liên hệ với 

người khác? 
5 4 3 2 1 

5.2 
Anh/Chị có cảm thấy mình bị xa 

lánh, cô lập với người khác? 
5 4 3 2 1 

5.3 
Anh/Chị có ai đó để nói chuyện/chia 

sẻ buồn vui? 
5 4 3 2 1 

5.4 
Anh/Chị có thấy dễ dàng liên lạc với 

người khác khi anh cần họ? 
5 4 3 2 1 

5.5 

Anh/Chị có cảm thấy mình bị chia rẽ 

khi anh cùng đi với những người 

khác? 

5 4 3 2 1 

5.6 
 Anh/Chị có cảm thấy đơn độc, 

không có bạn bè bao giờ chưa? 
5 4 3 2 1 

 

Xin chân thành cám ơn sự tham gia trả lời câu hỏi của Anh/Chị. 
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Appendix 10. Sources of information and key themes in S.W.O.T analysis 

Key Sources of information Key themes and findings 

Key informants’ interviews 

 

- Comprehensive and robust health and safety laws and 

labour laws 

 - a lack of capacity on the part of the authorities to 

enforce health and safety laws and regulations 

 - Collaboration among stakeholders in managing 

regulations in health and safety law 

 - a lack of capacity in providing health and safety 

services for workers 

 - increasing domestic and international competition  

 - Lowering the wage of workers is one of the 

consequences of intense competition. In addition, 

increasing the overtime work is also another strategy to 

cut costs 

 - increasing pressure from consumers and media for 

higher corporate social responsibility in the fashion 

industry 

 Literature review and Secondary 

data analysis 

  

 - the lack of research and surveillance into the needs of 

internal migrant workers  

 - the shortage of staff and inadequate funding in 

enforcing health and safety regulations  

- the demand for healthy and decent working conditions 

among workers 

 - little quality evidence about the health and safety of 

migrant workers in the garment industry 

Reviewing key guildline and legal documents 

The Law on Occupational Safety 

and Health (Law No. 84/2015/QH13 

 - Comprehensive and robust health and safety laws and 

labour laws  

The Law on health insurance 

(46/2014/QH13) and The State 

Budget Law (83/2015/QH13) 

 -  laws and policies that affect health care and access to 

health services 
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Resolution no. 139/NQ-CP , 

Resolution 20/NQ-TW, and 

Decision 1092 / QD-TTg 2018 

approving the Vietnam Health 

Program for the period from 2018 to 

2030  

 - developments in the government to enforce the 

protection and promotion of the health of the workforce 

in Vietnam 

The EU-Vietnam Free Trade 

Agreement (EVFTA) and The 

Comprehensive and Progressive 

Agreement for Trans-Pacific 

Partnership (CPTPP) 

 - international labour standards as a part of international 

trade agreements ratified by Vietnam government 

Right to Organise, 1948 and 

Collective Bargaining Convention 

and Freedom of Association and 

Protection of the Right to Organise 

Convention, 1948  

 - The most notable part of the labour standards included 

in the international trade agreement 
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Appendix 11. An exemplary representation of Grounded theory analysis: analysing the theme 

“Verbal abuse at the workplace” 

The part A. Coding process of the theme 

Selective coding Axial coding Open coding 

Verbal abuse at the workplace: 

Repeated statements that result 

in emotional damage or hurtful 

verbal communications, 

including humiliating 

comments, insults and 

shouting 

Shouting and Cursing  
Being shouted at the workplace  
Being cursed   
Shouted when working slow  
Being scolded for making a mistake  
Excessive reprimand  
Cursed badly  
yelling 

Humiliating 
 

 
Discrimination against ethnic minority  
Makes fun of ethnic background   
Feeling less important and undervalued  
racist intimidation  

Insult and profanity 
 

swearing  
Using bad words  
threatening 

The effects of verbal violence Emotional damage by verbal abuse  
Not the way an adult should be treated  
Being exploited  
Feeling pity 

Psychological damage by verbal abuse  
Shock and anger  
Frustrated 

Physical damage by verbal abuse  
Have a headache  
Unable to fall asleep  
Afraid going to work  
Afraid of meeting their supervisor 

Lack of supports for abused 

victims 
Yelling and shouting as tools for supervision 
 

military style  
keep up with production target  
to make workers remember their mistake  

Responses to verbal violence at workplace  
Avoiding feeling  
Don’t know what to do  
No mechanism for workers to report the 

issue 
  Turnover intention 

 



392 

 

Part B. Key memos of the analysing process 

Memo 1: Thoughts from Observation and Small conversation at the workplace 

- Group leaders always remind workers to work faster and faster… 

- Many cases of verbal abuse at work. The verbal abuse almost happened every day at all lines. 

- In addition, despite the growth of garment worker population, the fund for the Garment 

Industry Health Center has been decreased significantly recently, and the power of the trade union in 

companies has decreased. Therefore, there are fewer and fewer health and safety program for garment 

workers. Similarly, there is no specific organization who work on the health and safety issues of 

migrant workers. 

Memo 2: From observations 

- It seems that managers consider verbal abuse a way to manage employees. There is a very 

clear relationship between production pressure and the abusive behaviour of workers. 

- Toward the end of the workday, it seemed that the curse was getting thicker. Cursing in front 

of people makes very young workers very big 

- Managers regard scolding as a tool to increase labour productivity 

Memo3: After interviewing a “very strong” female migrants 

- The use of verbal aggression such as yelling, shouting and insulting language is described as 

"very common" and "happen every day".   

Memo 4: After interviewing “a young and shy” girls who had just migrated and worked for the 

company for just 6 months. 

- A young girl who was repeatedly cursed at work was afraid to go to work. The verbal abuse 

greatly affected her mental health.   
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- When the verbal aggression becomes more repeated and consistent, it becomes verbal abuse 

which causes much more significant damages. 

Memo 5: After interviewing a female worker from ethnic minority background 

- One worker recalled many cases of racist intimidation from her supervisor which made her 

feel "less important and undervalued". 

Memo 6: Some conclusions from axial coding 

- It became clear that migrant workers’ supervisors used “yelling" and "shouting" as tools for 

their work. Verbal violence is a type of punishment to increase production target.  

Memo 7: Linking verbal violence and the vulnerability of migrant workers at the workplace 

- There is a strong link between the state of verbal violence at the workplace and the lack of 

protection mechanisms for workers in the workplace 

- Most workers do not know how to deal with verbal abuse. There is no reporting mechanism.  

- On another hand, the “old style” management system treated workers as animals. 

- Absenteeism and turnover intention due to exposure to verbal abuse were mention by 

migrants. 


