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Executive Summary

This research investigates unpaid care work (UCW) in Cambodia, focusing on its gendered nature,
socioeconomic implications, and policy gaps. UCW includes both direct and indirect care, such as
childcare, elder care, and domestic work, performed without financial compensation. In
Cambodia, women spend an average of 5 hours and 2 minutes per day on UCW, compared to just
2 hours and 6 minutes for men, highlighting a significant gender gap. Much of this work remains
invisible, including supervisory care, and many stay-at-home carers simultaneously engage in
home-based income-generating activities that often go unrecognized.

The research identified key caregivers’ challenges, needs and systemic gaps in existing policy
frameworks across six key areas:

1. Financial and Social Protection: Current cash transfer programs target household poverty
rather than caregiving, leaving individual carers at risk of forgone income and debt, with
their specific needs largely overlooked.

2. Health and Social Services: Caregivers frequently delay their own medical care, and local
services for elderly and disability care, as well as affordable mental health or respite
support, are scarce.

3. Education and Training: Carers face dual burdens when attending training or vocational
programs, as rigid schedules and the need to manage children limit their participation.

4. Recognition and Psychological Support: Despite constitutional acknowledgment of
housework, caregiving is socially devalued as a voluntary or traditional duty, contributing
to emotional strain and burnout.

5. Employment and Work-Life Balance: Rigid work models and limited flexible options push
carers, predominantly women, out of the workforce. Labor laws, such as minimal
paternity leave, reinforce traditional gender norms.

6. Cultural expectation and Gender norm: Cultural and gender norms further influence
caregiving practices, with Buddhist values and filial piety creating moral expectations that
discourage seeking external support. Socially assigned role for women and men shape the
expectation around unpaid care work. Men assisting in care are praised, whereas women'’s
labor is often taken for granted.

The study recommends strategies to move toward a more equitable “Care Economy.” These
include scaling up community-based, accessible, and affordable care services; expanding social
protection to provide caregiver suitable social and economic assistance; transforming workplaces
through flexible hours and more equal parental leave; closing the childcare supply-demand gap;



and designing care-inclusive training programs to promote care capacity. The research
underscores the opportunity for gender-transformative approaches that go beyond
accommodating existing norms, actively redistributing care responsibilities, and formally
recognizing and valuing unpaid care work.

By highlighting the gaps and opportunities, the study provides evidence to inform inclusive

policies and programs, contributing to gender equality, social protection, and sustainable
development in Cambodia.
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1. Introduction

1.1 Background

Unpaid care work (UCW), an essential aspect of social reproduction, consist a various and
laborious task that are conducted without any monetary compensation. The task normally
includes childcare, eldercare and care for the people with disability and sickness plus the
household management tasks. The works are typically necessary to sustain the families,
communities and economies. However, unpaid care work often go unnoticed, excluded from
economy discussion and disproportionately distributed among family members (Coffey et al.,
2020).

A significant aspect of UCW is its undeniable and inevitable gender attribute, as the works are
vastly socially expected to be performed by women and girls accounting for approximately 16
billion hours daily (Addati et al., 2018). Studies report that women and girl can contribute to up
to 76.4% of the total UCW (Charmes, 2019). The statistics reflect the clear work division that
rooted from social norm and gender role expectation, positioning women and girl in a
disadvantage social position costing them opportunity for education, employment and social
participation(UN Women, 2018).

In Cambodia, where gender disparity is apparent and still a significant developmental issue,
unpaid care and domestic work further reflect the gender inequality in care work distribution.
According to recent survey by Oxfam, in average women spend 5hour and 2 minutes per day
comparing to men who spend approximately 2 hours and 6 minutes(Oxfam, 2025). In an earlier
time-use survey in Cambodia, the report shows that women performed approximately 188
minutes per day on unpaid care work, whereas men performed only 18 minutes (National
Institute of Statistics, 2004). In between two-decade time gaps, it is still very apparent that UCDW
is not equally shared between men and women in Cambodia, and women are bearing great
burden. This significant workload is often couple up with economic responsibility leaving women
juggle between household care and income generation activities, especially in the informal
sector(You, 2020).

UCDW has profound implication on socioeconomic development intertwining with gender
equality issue. The burden of UCDW that women are shouldering often cost them socially and
economically. Women can be both directly and indirectly be restricted from accessing paid work,
education, skill training and social participation, hindering their economic empowerment and
their overall well-being (International Labour Organization, 2009). Moreover, UCDW can limits
women’s ability to pursue higher-paying jobs and position while often force them into part-time
and informal employment further continue poverty cycle (International Labour Organization,



2024). Therefore, tackling UCDW is not only achieving gender equality but can also bolster
economic growth.

1.2 Problem Statement

Unpaid care work (UCW), including childcare, elder care, disability care and domestic tasks,
constitutes a vital yet largely unrecognized component of Cambodia’s social and economic
system. As mentioned earlier, despite its critical role in sustaining households and communities,
caregivers, predominantly women, face limited socioeconomic support, inadequate policy
recognition, and insufficient access to social protection, health services, and flexible employment
or training opportunities. Existing programs often target household poverty rather than the
specific needs of individual carers, leaving them vulnerable to income loss, time poverty, and
long-term economic dependency. The lack of formal recognition and equitable redistribution of
care responsibilities perpetuates gender inequality, constrains women’s participation in
education and the labor market, and contributes to physical, emotional, and financial stress. This
research seeks to address these challenges by examining how unpaid carers at the household
level in Cambodia experience and respond to existing socioeconomic incentives and policy
measures, and what their lived experiences reveal about current gaps, needs, and opportunities
for improvement.

1.3 Objectives of the Study

General Objective

The general objective of this research is to explore the lived experiences of unpaid carers at the
household level in Cambodia in relation to existing socioeconomic incentives and policy
frameworks. The study aims to identify the key needs, challenges, and opportunities faced by
caregivers, particularly women and other marginalized groups, and to generate evidence that can
inform the design of more inclusive, effective, and gender-responsive support mechanisms.
Through in-depth case studies, the research seeks to provide actionable insights for improving
the recognition, redistribution, and valuation of unpaid care work, thereby contributing to greater
social and economic equity.

Specific Objectives
Building on the general objective, the study outlines four specific objectives to guide the
research process as bellow:

1. Examine the effectiveness of existing socioeconomic incentives and policy frameworks in
meeting the needs of unpaid carers, identifying gaps in social protection, health services,
education, and flexible work opportunities.



2. Identify key challenges and impacts of unpaid care work, including economic, social, and
psychological burdens, with attention to gender, disability, and rural or urban disparities.

3. Explore opportunities for inclusive and gender-transformative interventions, including
policy or program recommendations, and illustrate these through in-depth case studies
of diverse households and communities.

1.4 Research Questions

The research study on “socioeconomic incentive for unpaid care work at household level in
Cambodia: needs, challenges and opportunity” is seeking to address a research question as
follow:

How do unpaid carers at the household level in Cambodia experience and respond to the
socioeconomic incentives and policy measures intended to support them, and what do
their lived experiences reveal about existing needs, challenges, and opportunities for
improvement?

1.5 Significance of the Study

This research holds significant potential to generate broad impacts across individual, household,
community, policy, and knowledge domains. By examining the lived experiences of unpaid
caregivers—predominantly women—and assessing the effectiveness of existing socioeconomic
incentives and policy frameworks, the study provides evidence to improve both the well-being of
caregivers and the structures that support them.

At the individual level, the findings offer insights into the economic, social, and psychological
challenges faced by caregivers, enabling targeted interventions to reduce their caregiving burden
and enhance access to financial, health, and social support. Recognition and support of unpaid
care work can improve caregivers’ mental and physical well-being, foster a sense of self-worth,
and create opportunities for engagement in paid employment, education, or other personal
development activities, thereby contributing to greater economic participation and
empowerment.

At the household and community level, the study emphasizes the importance of redistributing
caregiving responsibilities, encouraging male and other family member participation, and
promoting gender-equitable practices. This can improve family dynamics, reduce the
disproportionate burden on women, and foster social inclusion. By increasing awareness of the
value of unpaid care work, the research also addresses stigma and challenges cultural norms that
often undervalue caregiving, particularly when performed by women, encouraging a shift toward
shared community responsibility.



From a policy perspective, the research provides critical evidence to inform the development of
gender-sensitive and inclusive policies. Policymakers can use these insights to design or reform
social protection programs, financial support mechanisms, care services, and labor regulations
that directly address the needs of unpaid caregivers. The study can also guide institutional
changes within government and civil society to better integrate caregiving considerations into
national development agendas.

Finally, the study contributes to the broader body of knowledge on unpaid care work, serving as
a resource for future research in gender equality, labor economics, social welfare, and the care
economy. It identifies existing gaps and areas for further investigation, laying the foundation for
continued evidence-based policy and program development to support caregivers and promote
sustainable, equitable social and economic outcomes in Cambodia.

2. Literature Review

2.1 Conceptual Framework

Understanding Unpaid Care Work

Unpaid care work involves providing essential care to family members—children, elderly
individuals, and persons with disabilities—without direct monetary compensation. In most
societies, including Cambodia, the majority of unpaid care work occurs within households and
families, though caregivers also extend support to relatives, friends, neighbors, and community
members(Razavi, 2007). Unlike paid care work, which involves financial compensation for care
services, unpaid care work reflects a non-market provision of care essential for the physical,
social, mental, and emotional well-being of care-dependent individuals (UN Women, 2018).

Typology of Care Work at the Household Level

Unpaid care work is a concept often discuss in care economy which has been interpreted in
various ways (Addati et al., 2018; Peng, 2019) . In its broadest sense, the care as described in care
economy, encompass all types of care work, both paid and unpaid provision covering multiple
dimensions of activities. And in a more specific sense it set boundaries to the concept containing
specific sector of care work and recipient of care or the care dependent group such as “children,
the elderly and person with disability” (Wray et al., 2023). According to Folbre (2018), within the
dynamic of care, care-dependent individuals or care recipient are those require assistance to
maintain independence due to functional limitations.

The unpaid care work which is further added with domestic work in the term to include the
household domestic chore in the works reflecting that the care task burden surpasses the tasks
for the care of specific care recipients but the care for the sustaining the household, while the



term unpaid is self-explained as the task is not return with monetary value. In this research, we
will be referring to Unpaid care and domestic work as unpaid care work as the understanding that
domestic work is part of sustaining the household categorizing, also, as care work.

Meanwhile, in understanding unpaid care work, care is also viewed in its nature of performance
and how the recipient of care benefit from it. Unpaid care work can be seen as direct, indirect
and supervisory mode. Direct care involves one-on-one interactions and hands-on tasks
performed between caregiver and care recipient—such as mothers feeding children, assisting
elderly parents with personal hygiene, or administering medication to persons with
disabilities(Razavi, 2007; UN Women, 2018). Indirect care comprises supporting activities such as
household chores, meal preparation, and laundry (UN Women, 2018). Supervisory care involves
oversight, monitoring, and coordination of care-dependent individuals, typically performed in
conjunction with direct or indirect care work (Folbre, 2018). This research prioritized investigating
the nature of care as reported by care givers and observe the scope, its extension and connect to
one another.

Socioeconomic incentives

Socioeconomic incentives—encompassing financial support, policy frameworks, institutional
recognition, and household resource availability—fundamentally shape caregivers' capacity and
willingness to provide unpaid care work(Ferrant et al., 2014; Razavi, 2007). These incentives
interact with economic constraints, labor market opportunities, household composition, and
gender norms to create differential experiences across caregivers(Ferrant et al., 2014).
Understanding socioeconomic incentives requires examination of:

e Financial and Economic Dimensions: Caregivers often face significant economic costs
associated with care provision, including foregone income from reduced paid work
participation, additional care-related expenses (medical costs, transportation, adaptive
equipment), and financial vulnerability when care demands conflict with income-
generating activities(Coffey et al., 2020; Johnson et al., 2023)

¢ Recognition and Valuation: The degree to which society, institutions, and households
recognize and value unpaid care work influences caregivers' social status, access to
support services, and motivation to continue caregiving(Razavi, 2007). Lack of recognition
often accompanies undervaluation of care work, perpetuating its invisibility within
economic accounting and policy frameworks.

e Policy and Institutional Support: Policy frameworks related to access to healthcare,
childcare services, elderly care facilities, disability support, and social protection
programs—create enabling or constraining conditions for household-level care
provision(UN Women, 2023). The availability and accessibility of these institutional



supports determine whether caregivers must absorb care demands entirely through
unpaid labor or can share responsibilities with formal service providers(ESCAP, 2024).

¢ Household Dynamics and Gender Division of Labor: Care work distribution within
households reflects gender norms, economic necessity, and available household
resources. Women and marginalized groups typically assume disproportionate care
responsibilities, often without explicit recognition or compensation(Folbre, 2018).
Understanding socioeconomic incentives requires examining how household-level
decision-making, resource allocation, and gender expectations shape care work
distribution.

Reflecting on above key dimension’s cross-cutting and linkage between UCW and socioeconomic
incentive, the research focus on six key aspects; financial and social protection, health and social
services, education and training, recognition and psychological support, employment and work-
life balance, cultural expectation and gender norm.

2.3 Unpaid Care Work in Cambodia

Over the years, a number of studies has been conducted on unpaid care work in Cambodia
documenting its prevalence and impacts in the country’s development context. One of the
earliest studies on unpaid care work was included in the Cambodia Socio-Economic Survey in
2004 providing one of the first insight to the issue through time-use analysis. The survey reveal
the gender disparities within unpaid care work distribution showing up to 170 minutes time spent
difference on unpaid care and domestic work by women comparing to men per day (National
Institute of Statistics, 2004). In the current the study the time spend on unpaid care work by
women and men remain almost the same (172minutes) (Oxfam, 2025), placing women under the
greater burden of the unpaid care work. Childcare represents a particularly significant burden for
Cambodian caregivers, especially women, who perform approximately 90% of childcare tasks as
part of their unpaid care responsibilities. This disparity stems from limited access to affordable
public childcare services and deeply entrenched gender norms that socially assign care
responsibilities to women (Haddock et al., 2024).

Beyond time allocation, research consistently demonstrates that unpaid care work significantly
compromises caregivers'—predominantly women's—economic participation and well-being. You
(2020) found that women caregivers have reduced opportunities for paid employment and skill
development. This finding aligns with studies by (UNESCAP, 2022) and (Oxfam, 2025), which show
that unpaid care work restricts Cambodian women's access to paid employment, income
generation, and financial security. The cumulative effect extends beyond individual households,
generating economic losses at the national level while perpetuating gender inequality and
diminishing overall productivity. Furthermore, unpaid care work exacts a personal cost, limiting



opportunities for education, skill training, and adequate rest (Oxfam, 2025; UNESCAP, 2022).
These findings underscore the urgent need for policy interventions to redistribute care
responsibilities and enhance women's economic participation.

2.4 Gap Analysis

Although Cambodia has witnessed growing research attention to unpaid care work through
research, existing studies predominantly adopt broad analytical frameworks or concentrate on
separate care dimensions. These include childcare(Haddock et al., 2024; My, 2023), disability
care(Kidd et al., 2022), and elder care(Rathny et al., 2018). While such researches make important
contributions by rendering previously invisible care labor visible and offering valuable policy
recommendations, a critical gap remains around systematic examination of the socioeconomic
incentives affecting household-level unpaid caregivers or evaluated the efficacy of policies
designed to support unpaid caregivers.

This analytical gap significantly limits current understanding of the economic and social
mechanisms that sustain care work. In particular, existing research provides insufficient insight
into how policies might effectively incentivize care work, redistribute caregiving responsibilities
more equitably, or strengthen the economic and social support systems upon which caregivers
depend. Addressing this limitation is essential for developing evidence-based policy interventions
that adequately recognize and support unpaid care work.

3. Methodology

3.1 Research Design

This study adopts an exploratory research approach to investigate the needs of household-level
caregivers and the challenges and opportunities for socioeconomic incentives for unpaid care
work. This approach allows for a broad and in-depth understanding of the conditions and
experiences surrounding unpaid care work, providing the potential to generate new insights into
an underexplored area (Stevens & Wrenn, 2013). Given the inherently gendered nature of unpaid
care work, the research also employs a feminist social research approach to examine gender
dynamics, social norms, and their influence on household care responsibilities and the
socioeconomic incentives required to support caregivers. This dual approach enables the study
to capture the distinct experiences and needs of both female and male caregivers, including
variations across age, disability status, and socio-economic background (Kaur & Nagaich, 2019).

The study uses qualitative methods to collect rich, detailed data. Semi-structured, in-depth
interviews will be conducted with a diverse range of unpaid caregivers—including stay-at-home
mothers, grandmothers, stay-at-home fathers, working parents, caregivers with disabilities, and



households classified as ID Poor—to explore their personal experiences, coping strategies, and
perceptions of socioeconomic incentives and policy support. This method allows for a nuanced
understanding of individual lived realities, unmet needs, and interaction with existing policies.

In addition, Key Informant Interviews (KlIs) will be conducted with government officials, NGO
staff, and local leaders to provide insights into the design, delivery, and perceived effectiveness of
care-related policies and socioeconomic support programs. These interviews will also capture
institutional perspectives on policy implementation and gaps.

A policy review will also be undertaken, analyzing relevant national and sub-national documents,
including social protection frameworks, gender equality strategies, and care-related legislation.
This review will examine how unpaid care work is formally recognized, resourced, and supported
within Cambodia’s policy landscape, identifying both strengths and gaps in policy design and
implementation.

To guide analysis and recommendations, the study applies the 5R Framework — Recognize,
Reduce, Redistribute, Reward, Represent (UN Women, 2022). This framework explicitly
incorporates both economic and social incentives, positions caregivers as economic actors, and
provides a strong foundation for policy analysis. It also captures dimensions of power, voice, and
agency, ensuring that recommendations address not only material support but also the
recognition, empowerment, and equitable participation of caregivers in household and societal
decision-making (UN Women, 2022).

Collectively, this research design allows for a comprehensive, gender-sensitive, and contextually
grounded analysis of the socioeconomic incentives and policy frameworks affecting unpaid
caregivers in Cambodian households, while providing actionable insights for inclusive and
transformative policy interventions.

3.2 Study Geographical Area

The research was conducted in two distinct locations: Phnom Penh and Prey Veng Province, Ba
Phnom District. The selection of these two areas was intentional to capture contrasting contexts
and provide a comprehensive understanding of unpaid care work across different settings in
Cambodia.

Phnom Penh, as the capital and most urbanized area, represents households with relatively better
access to care services, infrastructure, and social programs. However, accessibility does not
always equate to affordability or adequacy of services, and urban caregivers still face significant
constraints related to cost, time, and social expectations (Guevara-Aladino et al., 2024). In
contrast, Ba Phnom District in Prey Veng Province represents a rural setting where households
often experience limited availability of care services, greater physical distances to facilities, and



fewer formal social support mechanisms. Caregivers in rural areas may rely more heavily on
informal support networks, family labor, or community assistance, highlighting distinct challenges
compared to urban counterparts.

By including both an urban and a rural location, the study enables to investigate further the
distinctive lived experiences of caregivers in contexts with varying service availability, social
norms, and socioeconomic constraints. This dual-site approach allows the research to capture a
broader range of caregiving realities, including differences in gender roles, access to
socioeconomic incentives, and interaction with policy frameworks.

3.3 Sampling Strategy and Data Collection Methods

The study employs a non-probability sampling approach, combining purposive and convenience
sampling methods to select participants for key informant interviews, in-depth interviews, and
policy analysis. This approach allows the research to focus on participants and documents that
are most relevant to understanding unpaid care work and socioeconomic incentives in the
Cambodian context, while ensuring representation of diverse and vulnerable groups.

Key Informant Interviews (KllIs): Participants for the Klls were purposively selected based on their
roles and engagement in unpaid care work and socioeconomic incentive programs for caregivers.
Selection was conducted with support from local authorities to ensure that marginalized and
vulnerable groups were represented. The interviews participants from government agencies,
development partners, international and local NGOs, and feminist movements or networks.
These interviews provided insights into policy design, implementation, and perceived
effectiveness of existing support mechanisms.

In-Depth Interviews (IDIs): To explore caregivers lived experiences and socioeconomic incentive
dynamics, in-depth interviews were conducted. Participants were purposively selected to
represent different caregiver groups, including stay-at-home mothers, grandmothers, stay-at-
home fathers, working parents, caregivers with disabilities, and households classified as ID Poor.
For each group, three respondents were interviewed to capture variations in experiences,
challenges, and coping strategies.

Policy Analysis: The policy review followed a purposive sampling approach, focusing on policies,
laws, strategies, and program guidelines that directly or indirectly impact socioeconomic
incentive for unpaid care work. This included policies on social protection, gender equality,
childcare, disability care, elderly care, metal health care and poverty reduction. Selection of the
policy documents are dependent and guided by the result of the interview with key stakeholders
and the stories of the care givers.



This sampling strategy ensures that the study captures diverse perspectives from both caregivers
and institutional actors, providing a comprehensive understanding of the needs, challenges, and
opportunities for socioeconomic incentives for unpaid care work at the household level.

3.5 Data Analysis

The study employs a combination of qualitative analysis methods to ensure a comprehensive
understanding of unpaid care work and the effectiveness of socioeconomic incentives at the
household level.

Thematic Analysis: Qualitative data from key informant interviews and in-depth interviews were
analyzed using thematic analysis, guided by the research objectives. This method involved
familiarizing with the data, generating initial codes, identifying patterns, searching for themes,
reviewing and refining themes, defining and naming them, and producing a structured report
(Braun & Clarke, 2006). Main themes were developed based on the study objectives, while sub-
themes were identified to support the core findings. Thematic analysis provided a systematic
approach to interpreting participants’ narratives, capturing both explicit statements and
underlying meanings.

Narrative Analysis: Select in-depth cases underwent narrative analysis to construct detailed life
stories that trace the caregiving journey over time. This method highlights key turning points,
coping strategies, and interactions with support systems or policies, providing contextualized
insights that complement broader thematic findings. Narrative analysis humanizes the data,
illustrating how patterns observed across the sample manifest in individual lived experiences.

Policy Analysis: Collected national policy documents were analyzed reflecting on socioeconomic
incentive for unpaid caregivers at household level, also using a gender Lense. The policy analysis
also employed the 5R Framework (Recognize, Reduce, Redistribute, Reward, Represent). This
framework assesses the recognition, adequacy, accessibility, and implementation of care-related
policies while emphasizing caregivers’ economic and social roles, voice, and agency (UN Women,
2022). Policy discussion identified strengths and gaps as well as the opportunities for improving
policy support for unpaid caregivers, ensuring that recommendations are both actionable and
contextually grounded.

3.6 Ethical Considerations

The research has been designed in a way that adhere rigidly the ethical standard. Fully aware of
the possible unintended impact of the research on the research subjects’ social and mental well-
being, the research proposal in which including the whole research design was submitted for
approval from National Ethics Committee for Health Research. The research study was approved



and carried out with full caution on the issue of inform consent, confidentiality, cultural sensitivity
and do-no-harm principle.

Informed consent was obtained from all participants before the interviews were conducted. The
researcher explained the purpose of the study, the interview process, the use of collected data,
and participants’ rights, including the right to refuse to answer any question or withdraw from
the study at any time without consequences. An information sheet was provided to ensure
participants fully understood the study before agreeing to participate. Written consent was
obtained prior to the interview, while verbal consent or a mark on the consent form (Annex 1)
was accepted for participants who were unable to read or write. Participation was voluntary, and
a small token valued at no more than 20,000 KHR (or USD 5) was provided after the interview to
acknowledge participants’ time and effort to participate. The tokens are only provided to
caregivers as respondents.

All participants were informed prior to the interviews about how the collected information would
be used in reports or publication through an information sheet (Annex 2), allowing them to
provide or withhold consent for the use of their data. To protect participants’ identities, all data
were anonymized by removing names, locations, and other identifying details, with each
participant assigned a unique code. Audio recordings and consent forms were stored separately
in password-protected digital folders accessible only to the core research team, and direct quotes
in reports were reviewed to prevent traceability. Findings were presented in aggregate to avoid
revealing individual identities. Access to all data, including questionnaires and audio files, was
restricted to the research team, stored securely on password-protected devices, and the
guestionnaires were destroyed after the completion and publication of the research to ensure
confidentiality and data security.

Being culturally aware of the sensitivity of the topic discussed among people from different
gender identity in Cambodia context, the research team ensure that only male interviewer
interviewed male care givers while the same was applied for female care givers. To avoid conflict
of interest among community tie, the village facilitators who are the permanent residence and
community development workers in the area were not allowed in the interview.

More importantly, to address any conceivable and inadvertent impact on care giver well-being
due to psychological trigger, the research team was trained with psychological first aids and a
psychological counselor was engaged to provide on-site stand-by psychological support to
respondent if and when the psychological distress was notified. Information sheet (Annex 3) on
further psychological support both free-of-charge and affordable service was provided to all
caregiver as respondents after the interview.



3.7 Limitations

While this research provides valuable in-depth insights into the socioeconomic incentives for
unpaid care work at the household level, several methodological limitations warrant
acknowledgment. As a qualitative study with a small, purposive sample, the findings lack
statistical generalizability across all caregiver groups in Cambodia. Additionally, potential
sampling bias may limit representativeness, particularly regarding vulnerable or hard-to-reach
populations such as caregivers in remote areas, individuals with severe disabilities, or households
from ethnic or minority community. Furthermore, the cross-sectional design captures only a
snapshot of unpaid care work, potentially missing temporal changes, seasonal variations in care
responsibilities, and long-term policy impacts that longitudinal analysis would reveal.

Despite this limitation, the research yields critical insights into the challenges, needs, and
opportunities for strengthening socioeconomic support for unpaid caregivers in Cambodia. The
findings establish a robust foundation for future research employing larger, more representative
samples or longitudinal designs to validate and extend these preliminary conclusions.

4. Findings and Analysis

4.1 Demographic Profile of Participants

Overview

Table 1: Cross-Tabulation of Study Participants by Geographic Location, Sex, and Role

Location Male Female Total by
location
Caregiver (IDI)  Stakeholders (KIl)  Caregiver (IDI)  Stakeholders (KII)
Phnom Penh 3 5 2 9 19
Prey Veng 4 2 15 0 21
Total by sex 7 7 17 9

Through purposive selection, the study engaged a diverse 40 participants (14 male, 26 female) to
explore the dynamics of unpaid care and its socioeconomic incentives. The sample consist of 24
care givers with which were interviewed using semi-structure in-depth interview questionnaire
(Annex 4) while 16 stakeholders were interview using semi-structure questionnaire (Annex 5) for
key informant interview. Geographically, the research captured both urban and rural contexts,
with participants drawn from Phnom Penh (n=19) and Prey Veng province (n=21).



Care giver profile

A total of 24 caregivers participated in the IDIs, predominantly comprising female respondents
(17 females and 7 males). The participants represented a broad life-cycle spectrum, with ages
ranging from 20 to 68 years. To ensure a comprehensive understanding of diverse caregiving
experiences, the sample was stratified to include various household roles and employment
statuses as bellow:

e Stay-at-home Parents: 5 stay-at-home mothers and 3 stay-at-home fathers.

e Working Parents: 5 working mothers and 4 working fathers, allowing for the exploration
of how care work is balanced with paid employment.

¢ Intergenerational Caregivers: 5 grandmothers, highlighting the reliance on extended
family networks for care provision.

e Caregivers with Disabilities: 2 female carers with disabilities, providing insight into the
intersecting challenges of disability and care work.

Furthermore, the sample deliberately included socioeconomically vulnerable households, with 5
participating families holding formally recognized "ID Poor" status and 2 holding vulnerable family
identification status.

Table 2: Caregiver’ roles who participated in the In-depth interviews distribution by sex

Caregiver Role Male Female Total
Working Parents 4 5 9
Stay-at-home 3 5 8
Parents

Grandmothers 0 5 5
Carers with disability 0 2 2
Total 7 17 24

*Note: 5 households hold ID Poor status.

Institutional and stakeholders profile

To complement the lived experiences of caregivers with systemic and policy-level perspectives,
Key Informant Interview were conducted with 16 stakeholders (7 males and 9 females). These
informants were strategically selected across local, national, and international levels to assess the
broader support mechanisms for unpaid care work.

The institutional sample included representatives from:



¢ National Ministries and Councils: Ministry of Women'’s Affairs, Ministry of Planning (MoP);
Ministry of Social Affairs, Veterans and Youth Rehabilitation (MoSVY); Ministry of Labour
and Vocational Training (MoLVT); and the National Social Protection Council.

e International Organizations and Development Partners: United Nations Development
Programme (UNDP), Oxfam, and the World Bank.

e Local Authorities: Commune Chiefs, who provided critical insights into the grassroots
implementation of social protection and community-level care support.

This dual-layered sampling approach, capturing both grassroots caregiver realities and macro-
level policy perspectives, provides a robust foundation for analyzing the socioeconomic
dimensions of unpaid care work in Cambodia.

4.2 Realities of Unpaid Care Work

4.2.1 Type and Scope of unpaid care work

Type and scope of household unpaid care work, as found in the study, to be extensive. Household
unpaid care work encompasses a wide range of essential activities that support family members'
wellbeing and daily functioning. Aligning with the previous research studies as mentioned in the
literature review, household unpaid care work involves a large range of activities which can be
categorized by looking into the nature of the activities one performs and the type of the care
recipient.

Considering the care recipients, unpaid care work at the household level covers a diverse range
of care tasks that sustain individuals and families across the lifespan. While it can involve taking
care of the whole family, the focus and level of intensity focus on the family members who
normally need to depend on others for basic day-to-day function. Firstly, Childcare, which refer
to the care providing to children as dependents or care recipients. Level of dependency varied by
age group. This is the most discernable care work as reported by participants, represents a
significant care component since the need of care is normally very extensive. It involves
multifaceted responsibilities such as feeding, bathing, supervising, and supporting children's
educational development—tasks that require constant attention, patience, and specialized
knowledge. Secondly, elderly care constitutes another critical dimension, was also reported with
which requires caregivers to provide assistance with mobility support, medication management,
health monitoring, and activities of daily living, which become increasingly complex as older
adults face age-related physical and cognitive challenges. Additionally, care for persons with
disabilities or chronic illnesses, as reported during the interview, demands comprehensive
support that extends beyond physical assistance to include household maintenance tasks such as
cooking, cleaning, and laundry, alongside health-related duties like medication administration



and symptom monitoring. While categorizing care depending on care recipient tend to be explicit,
the reality shows otherwise. The intersectionality of individual receiving care should be taken into
account. Elderly who are in need of care due to old age are often because of limited ability to
function which according to Washington group categorized as people with disability (Madans et
al., 2011). The research illustrates that care for old age people more often than not would mean
caring for people who are struggled with ability to function and health deuteriations. The
complexity and inter-connected of these unpaid care responsibility types will be discussed further
in the next session.

Looking into care type from nature of the care activities, the unpaid care work can also be
categorized as direct, indirect and supervisory care aligning with the literature review above. The
study has found that respondents regardless of their gender and geographical location, perform
both indirect and direct care responsibilities. This includes, but not limit to, for direct care works,
feeding and bathing children, preparing medication for elderly members of the family or help
family member with disability to mobilize (if it is the daily function they struggle with), and, for
indirect work, cooking meals, cleaning houses, laundry and groceries shopping.

One of the key findings in this section is the limited explicit recognition of supervisory roles within
caregivers’ accounts. Although supervision represents an essential component of caregiving, it is
seldom articulated as a distinct category of care work by respondents. Instead, supervisory
responsibilities appear to be deeply embedded within routine caregiving practices, rendering
them less visible and less likely to be consciously identified. Empirical evidence from the
interviews indicates that supervisory roles exist but hardly notified. It was only through follow-up
probing that details information regarding these activities emerged. This pattern suggests that,
while supervisory care is indeed present, caregivers do not readily conceptualize or label such
activities as “care work.” This may be partly attributable to the indirect nature of supervision,
which is not always directed toward a specific individual at a clearly defined moment.

In addition, supervisory tasks are frequently carried out simultaneously with other caregiving
responsibilities. As a result, respondents tend to emphasize primary, task-oriented activities—
such as feeding, cleaning, or providing direct assistance—when describing their caregiving roles.
Consequently, the continuous and background nature of supervision remains largely
unacknowledged. This simultaneity contributes to the relative invisibility of supervisory labor and
highlights a broader tendency for less tangible forms of care work to be overlooked in caregivers’
self-representations.

In contrary, the mental load which is deeply interconnected with supervisory care, has been
recognized even not with such technical term. The majority of the care givers report the impact
of the mental load to their psychological well-being. They demonstrated that they have been
struggling mentally to take care of the family and they find themselves mentally pre-occupied



with care tasks and becoming psychologically exhausted. One caregiver, caring for a disabled
mother and sick relatives, noted that while she is physically exhausted, her "brain is tired"
because she is "thinking a lot" and cannot find time to be happy (IDI 10). Similarly, a male
caregiver mentioned that "thinking too much gives me headaches" (IDIM1). Another caregiver
noted, "I only think about my grandchildren and children..." (IDIM12). The mental load is reported
more apparently among older respondents like grandmothers who take care of their
grandchildren and the house, while younger respondents report having hard time, but show more
accepting attitude.

4.2.2 Care Intensity & Complexity

The “Invisible” Dual Role

The research result indicates that self-identified stay-at-home caregivers frequently occupy dual
roles that combines unpaid domestic and caregiving responsibilities with home-based, income-
generating activities. These activities include small-scale poultry raising, household gardening,
food production, and craft-making. While such contributions play a meaningful role in supporting
household livelihoods and, to some extent, local economies, they are rarely recognized as formal
economic work—either by the caregivers themselves, other household members and the
community. This lack of recognition contributes to a conceptual ambiguity surrounding the label
of “stay-at-home” caregiver. Respondents who identified themselves as full-time, unpaid
caregivers consistently emphasized their primary responsibility as family caretakers, while the
designation of “breadwinner” was typically reserved for another household member. However,
empirical accounts suggest that this distinction is not as clear-cut in practice as a stay-at-home
mother mentioned in the interview that “/ raise cows and chickens. Sometimes | earn a little
money when | sell them” (ID14). Despite the absence of formal acknowledgment, many caregivers
simultaneously engage in productive labor that contributes economically to the household. One
of the reasons why the home-based paid work performed can easily go unrecognized because it
blends well with the household chore. For instance, tidy up space around the house can also
mean making space for vegetable gardening. A housewife explains that her daily routine involves
taking care their cows while managing the house. She said "I... take care of the cows... clean the
cow dung... prepare beef for my children to sell, and cook food" (IDI4).

Another reason for this invisible paid labor is the minute and very unstable earning. One
respondent described producing hand-crafted toy balls at home while concurrently supervising
her grandchildren during after-school hours. The payment from this is fluctuate depending on the
production of toy ball, that she doesn’t think she is qualified as income earner. This example
illustrates not only the coexistence of caregiving and income-generating activities, but also the
layered nature of such labor. The respondent’s experience highlights how supervisory care—
already identified as an often-invisible dimension of caregiving—is further obscured when



embedded within productive work. As a result, both the economic and supervisory aspects of
caregivers’ contributions remain underrecognized.

Beyond Time Measurement

The study suggests that the quantification of caregiving through time-use measurement alone is
insufficient to capture the full complexity of unpaid care work within the domestic sphere which
has been mentioned before by Charmes et al.(2025), (UN Women, 2015), Neetha (2010) and
Folbre (2006). Although time-use data is widely employed as a methodological tool to estimate
the scale and distribution of unpaid labor, it does not adequately reflect the multidimensional
and intensive nature of caregiving responsibilities(Charmes et al., 2025; Folbre, 2006; Neetha,
2010; UN Women, 2015).

Respondents consistently emphasized that the burden of care extends beyond the number of
hours devoted to specific tasks. In particular, caregivers highlighted the simultaneous physical,
cognitive, and emotional demands associated with their roles. These includes sustained physical
effort, mental strain, and emotional stress, as well as less visible dimensions such as supervisory
care, multitasking, and continuous cognitive monitoring of dependents, including children, older
persons, and individuals with disabilities. Such overlapping responsibilities create a layered and
ongoing form of labor that resists straightforward quantification through conventional time-
based metrics as a caregiver for a disabled mother notes that even when attending training or
meetings, her "feelings are still there” and her mind is not clear because she is still mentally
managing the care at home (IDI10).

Moreover, when asked to estimate the amount of time spent on caregiving activities, respondents
frequently expressed difficulty in providing precise or bounded answers. Rather than offering
discrete time allocations, they tended to describe caregiving as a continuous, day-long
responsibility characterized by diffuse and overlapping tasks. This pattern underscores the
limitations of time-use frameworks, which are typically structured around clearly defined and
separable activities, in capturing the fluid and pervasive nature of unpaid care work.

Complex family dynamic and caretaking roles

Within Cambodian context, the findings of this study indicates that unpaid care work at the
household level is shaped by complex and interdependent family dynamics. Care responsibilities
are not limited to individuals’ adults who are normally seen as capable as care givers. Older
persons or persons with disabilities who are often categorized as care recipient can also
participate in caregiving activities. In some cases, these advanced-age caregivers and carer with
disability assume the primary caregiving roles within the household raising concerns over the
burden of care, care quality and the care needs. Simply put, individuals who require care may
simultaneously experience unmet care needs while being burdened with additional caregiving
responsibilities. As reported in interview, a 65-year-old woman is the sole caregiver for three



grandchildren, including a two-month-old infant. She describes herself as "old and doesn't know
what to do," yet she is the only person available to look after them so her children can work in
factories (IDI117). Another 66-year-old woman manages a household of eight, including four
grandchildren, while also working in the fields. She admits to being physically unwell, having lost
vision in one eye, yet she remains responsible for the grandchildren's health and education (IDI
12). Similarly, a 68-year-old grandmother who has been disabled since the Pol Pot era is still
responsible for the household's cooking and "small chores". She expresses frustration that even
with her physical pain and difficulty walking, she must "force" herself to do the work because no
one else will (IDI 18). Meanwhile, it is worth noticing that such arrangements are more likely to
occur when individuals of advanced age and/or with disabilities belong to gender groups that are
socially ascribed caregiving roles. This reflects the influence of prevailing gender norms on the
distribution of care responsibilities which overwrite other intersectional identities.

Moreover, this care dynamics can also result in reciprocal and layered caregiving structures,
where the distinction between caregiver and care recipient is fluid, context-dependent, and
responsive to shifting household needs. Care responsibilities within such households are not fixed
but are continuously negotiated and redistributed among multiple members. This dynamic
allocation of roles adds significant complexity to both the measurement and conceptualization of
care burdens. Rather than being concentrated in a single individual, caregiving is dispersed across
the household, with varying degrees of intensity and responsibility assumed at different times.
As a result, conventional approaches that rely on static categorizations of “caregiver” and
“dependent” may need further in-depth exploration to adequately capture the lived realities of
care provision dynamic.

These findings are consistent with existing literature on intergenerational care and household
economies. For instance, Razavi (2007) emphasizes that care systems in many low- and middle-
income countries are characterized by familial interdependence and informal reciprocity, rather
than clearly delineated roles. Similarly, Barford et al., (2025) in an International Labour
Organization report highlights the importance of recognizing diverse care arrangements within
households, particularly in contexts where formal care systems are limited and families serve as
the primary providers of support.

Therefore, recognizing these intergenerational dependencies is essential for accurately assessing
the scope and distribution of unpaid care work. It also has important implications for
understanding household well-being and for designing policies and interventions that reflect the
context-specific realities of caregiving in Cambodian households.



4.3 Socioeconomic Needs, Challenges and policy discussion.

4.3.1 Financial and Social Protection

Challenges

The findings of the research study underscore a range of interconnected socioeconomic
challenges that function as structural disincentives for individuals engaged in unpaid caregiving
at household level. These challenges not only affect caregivers’ immediate financial stability but
also have long-term implications for labor market participation, career development, and
financial vulnerability.

First of all, a primary challenge identified is the loss of income and employment opportunities.
Caregivers reported withdrawing from paid work entirely in order to assume full-time caregiving
responsibilities within the household. This decision, while often seen necessary and voluntarily,
represents a significant economic sacrifice and reflect the absence of adequate institutional
support for balancing care and employment. Carer who used to participate in paid work full time
report choosing to leave work indefinitely to resume care taking roles due to the lack of affordable
or inadequate care services. Others also reported that they needed to drop the job opportunity
due to their role as a primary care giver. One mother explains that her professional life ended
when she lost her support system as she stated during the interview that "l used to work in a
factory, but when I had a child, | had to stay home because my parents had passed away and there
was no one to take care of the child" (ID16). Likewise, another respondent who cares for a disabled
son and husband explains her need for proximity as "In the past, | used to go to wash dishes... at
weddings... now | stop because | can't stay away from home... If it's near, | can manage it" (IDI23)

Additionally, for those who remain economically active while performing unpaid care work,
ongoing trade-offs between paid work and caregiving responsibilities present an additional
constraint. A male caregiver highlights the direct economic trade-off that “If | stop working to care
for children, I lose income, but if | continue, it’s a sacrifice". He further notes that even hiring a
helper is not a viable solution because they "won’t be able to keep up with the salary" required
to pay for outside care (IDIM13). Caregivers frequently described the need to adjust their working
arrangements—such as reducing working hours or shifting to informal, flexible, or home-based
employment—in order to accommodate care demands. While such arrangements may offer
short-term adaptability, they typically result in lower and less stable income, thereby reinforcing
financial precarity. This trade-off practice, more often than not, place caregiver in the vulnerable
condition economically. As evince in the data collected from the interview, one elderly
grandmother describes herself as "stuck looking after my grandchildren”, which prevents her
from finding work and forces her to rely on neighbors for food. She describes her situation as
becoming "poor and poorer" while being "burdened with more and more burdens every day"
(ID117).



Financial stress emerged as another critical dimension of the caregiving burden. Respondents
highlighted the increased costs associated with providing care, particularly healthcare-related
expenses, which place considerable strain on already limited household resources. One caregiver
noted that her mother’s various conditions required continuous spending on medicine for high
blood pressure and diabetes, stool softeners, and diapers, which she described as difficult to find
and a source of many difficulties. She stated in the interview that “Because the income is small
but the care burden is big, it is not enough” (ID110). This particular challenges normally occur for
caregivers for elderly with chronic illness whose require closed and ongoing health care. In some
cases, caregivers reported incurring debt as a coping strategy during periods of heightened
financial needs. This coping strategic relying on borrowing introduces longer-term risks, including
indebtedness and heightened vulnerability to poverty.

These pressures contribute to broader patterns of household economic insecurity. The
combination of reduced income and increased expenditures elevates the risk of persistent
poverty among caregiving households. Caregivers themselves often bear the brunt of this
insecurity, as their limited engagement in paid employment constrains their access to
independent income and financial protection mechanisms.

In addition to immediate financial impacts, caregiving responsibilities also hinder long-term
socioeconomic mobility. Respondents reported limited opportunities for skills development,
education, or career advancement due to the time and energy devoted to caregiving. Prolonged
detachment from the labor market can lead to skill depreciation and reduced employability,
thereby diminishing future earning potential. This dynamic illustrates how caregiving not only
reflects existing income generation inequalities but also reproduces them over time.

Needs

The findings of this study highlight a range of unmet socioeconomic needs that function as critical
incentives for supporting individuals engaged in unpaid caregiving. While caregivers consistently
expressed a need for financial assistance, such needs were rarely articulated as distinct claims
tied specifically to the burdens of unpaid care work. Instead, respondents tended to frame their
concerns within the broader context of overall household livelihood and economic survival. This
pattern suggests a limited conceptual separation between caregiving-related financial strain and
general household financial insecurity.

Despite this, several forms of support emerged as particularly salient. Caregivers frequently
identified direct financial assistance, such as cash transfers, as a key mechanism for alleviating
immediate economic pressures. In addition, respondents emphasized the importance of skills
development and training opportunities to enhance their capacity for income generation. Such
measures were viewed as enabling caregivers to pursue flexible or home-based economic
activities that can be more easily reconciled with ongoing care responsibilities. One factory



worker suggested that the government or relevant organizations should facilitate work that can
be brought directly to the household. She noted, "I think women should have opportunities to
work from home... In the past, people brought work such as sewing balls or sewing bag handles
to women’s homes. That way we could take care of our children and still earn some money"(IDI3).

Support for small-scale, home-based enterprises also emerged as a priority. Caregivers expressed
interest in accessing modest financial resources to initiate or expand income-generating activities,
particularly in agriculture-related sectors or other forms of household-based production. These
types of support are especially relevant in contexts where caregivers face constraints in accessing
formal employment due to time and mobility limitations associated with care work. Caregivers
tend to express willingness to alter their job setting and/or doing income generating activities,
not the domestic and care work. Several respondents are already engaged in home-base labor;
for example, one 53-year-old grandmother balances childcare with sewing bags at home, earning
piece-rate income once a month. She said “/ want a side job or income-generating activity that |
can manage alongside housework" (IDI11).

Beyond material support, respondents highlighted the need for greater recognition of unpaid care
work within policy frameworks. This includes the introduction of targeted measures such as
caregiver allowances or other forms of social protection aimed at compensating or offsetting the
financial costs of caregiving. Such recognition is important not only for alleviating immediate
financial burdens but also for enhancing caregivers’ long-term economic security and social
status.

At the same time, the findings reveal a gap between caregivers’ lived experiences of financial
strain and their ability to explicitly articulate their needs in policy-relevant terms. While concerns
about income security—both at the individual and household levels—were evident, these were
often expressed in diffuse or generalized ways. This underscores the importance of developing
more responsive and inclusive policy approaches that can identify and address latent needs, even
when they are not formally or explicitly stated by caregivers.

These findings are consistent with broader research on the care economy, which emphasizes the
role of social protection and targeted economic support in mitigating the structural disadvantages
associated with unpaid care work. For instance, International Labour Organization highlights the
importance of integrating cash benefits, skills development, and employment support into care
policies (Addati & Cattaneo, 2022). Similarly, United Nations Development Programme
underscores the need for policies that both recognize and redistribute unpaid care work while
promoting inclusive economic participation(UNDP, 2023).



Policy discussion and opportunities

The findings of this study highlight important intersections between unpaid caregiving and
existing social protection policies in Cambodia, particularly within the framework of the National
Social Protection Policy Framework (NSPF) 2024—2035. While the NSPF represents a significant
step toward expanding social protection coverage for vulnerable populations, its approach to
caregiving remains largely indirect, with important implications for how unpaid care work is
recognized and supported.

The NSPF outlines a combination of non-contributory and contributory schemes aimed at
supporting groups such as older persons, pregnant women, children, and persons with disabilities
(National Social Protection Council, 2024). Although unpaid caregivers are not explicitly identified
as a target group, the policy emphasizes the expansion of social assistance as a national priority.
Within this framework, the National Social Assistance Programme for Family Package serves as a
key intervention, providing financial support to households classified as poor or at risk through
the ID Poor system and vulnerable household category(National Social Protection Council, 2024).

Under the Family Package, eligible households receive a baseline monthly cash transfer of 34,000
riel (Approximately USD 8.50), supplemented by targeted allowances for specific vulnerable
members. These include additional monthly payments for older persons, persons with
disabilities, and individuals affected by HIV/AIDS, as well as education-related transfers for
children and maternal health benefits for pregnant women. From the perspective of caregivers,
these transfers are perceived as an important—although indirect—form of financial support.
Respondents reported that such assistance helps to alleviate household financial pressure and
partially compensates for forgone income associated with caregiving responsibilities. However,
they also noted that the level of support remains insufficient relative to the actual costs and
economic sacrifices involved in care provision. One respondent stated, "it’s not enough, but it
helps step by step"(ID120). Another caregiver for a disabled mother noted that even with a poverty
card, the medicine provided is "a small amount... not enough to use at the hospital” and does not
cover the high cost of daily essentials like "diapers [which] are so hard to find" (1D110).

In addition to financial benefits, the ongoing digitalization and integration of Cambodia’s social
protection system has improved administrative efficiency and accessibility. The development of
interoperable systems, functioning in part as a national social registry (General Secretariat of the
National Social Protection Council, 2024), has reduced the physical and cognitive burden
associated with accessing and managing benefits. This is particularly relevant for caregivers,
whose time and mobility are often constrained by care responsibilities. As such, these
administrative improvements can be understood as a form of indirect support that reduces the
non-financial costs of engaging with social protection mechanisms.



Despite these positive developments, a key limitation identified in the research is the absence of
explicit recognition of unpaid care work within the policy framework. Social protection measures
are primarily designed to address poverty at the household level, rather than the specific
conditions and needs of caregivers as individuals. As a result, caregivers benefit from these
schemes only insofar as they belong to households classified as poor or vulnerable. This approach
risks overlooking caregivers who may experience significant care-related burdens but do not meet
the criteria for poverty-based targeting.

Furthermore, the reliance on household-level targeting mechanisms, such as the ID Poor system,
may obscure intra-household inequalities and the differentiated impacts of caregiving
responsibilities. While programs such as the Health Equity Fund and cash transfer schemes
contribute to overall household welfare, they do not directly address the structural constraints
faced by unpaid caregivers, including lost income, reduced labor market participation, and limited
access to social protection in their own right.

These findings point to a critical policy gap which is the need to move beyond indirect support
toward more explicit recognition of unpaid care work within social protection systems. As
highlighted in international policy discourse, including recommendations by the International
Labour Organization and the United Nations Development Programme, effective care policies
should incorporate measures that recognize, reduce, and redistribute unpaid care work (Addati
& Cattaneo, 2022; UNDP, 2023). This at the same time, points out the opportunity for further
investigation and examination on care-sensitive social protection policy and implementation. The
policy could also involve introducing caregiver-specific benefits, expanding eligibility criteria, or
integrating care considerations more directly into existing programs. In Cambodia context, since
the law, policy and mechanism are already in place, this bears significant potential for unpaid
caregivers to be incentivized and protected financially.

4.3.2 Health and Social Services

Challenges

The findings of this study reveal significant gaps in the accessibility, affordability, and inclusiveness
of health and social services for caregivers in Cambodia.

A key issue identified is the attitude toward access to healthcare among caregivers themselves.
Caregivers frequently delay their own medical care to prioritize their care dependence.
Respondents consistently reported prioritizing the health needs of care recipients over their own,
often delaying or foregoing necessary medical attention. Caregivers report neglecting their own
health as being overwhelmed with care work. One 57-year-old caregiver for a disabled mother
and sick relatives stated, "l take care of my mother, | don't think about myself" (1D110). She noted
that she has not used health services for herself while managing the chronicillnesses of four other



people. Another 29-year-old mother explained the psychological pressure to remain healthy for
her child that she said "One day sick, one day well... but when the child is sick, the mother doesn't
dare to be sick anymore" (IDI21). This pattern is particularly pronounced in rural areas, where
geographic distance, transportation costs, and limited health infrastructure present substantial
barriers to accessing care. The finding suggests that physical accessibility remains a critical
constraint for caregivers whose top priority is home-bound.

The cost of the health care is also a significant factor for caregivers to delay or neglect own health
care. Linking to previous section explaining financial lost and trad-off of unpaid care work and
paid work, attitude to seek for health care is very much determined by the affordability by care
givers and the family. Care givers reported either minimizing personal health issue or coping
through delay. A 68-year-old disabled caregiver explained that when she was told she needed a
USD 4,000 surgery in Phnom Penh, she chose instead to take "delaying medicine". She only takes
this medicine when the pain in her hip and groin becomes unbearable; otherwise, she continues
to "force" herself to perform domestic labor (IDI18). This is as alarming health sacrifice among
care givers.

In addition to physical health services, the study highlights a critical deficit in mental health
support for caregivers. Respondents reported experiencing high levels of stress, emotional strain,
and fatigue associated with continuous caregiving demands. A few respondent shows sign of
clinical mental health issue which need further clinical assessment to determine. However, it is
clear that their mental health is at risk. One 57-year-old caregiver for multiple sick relatives
explicitly stated, "It's hard to accept that we're so tired but it's not worth it... it's very depressing, "
and noted that she often feels "exhausted in every way" (IDI 10). The same respondent confessed
to having thoughts of wanting to die during periods of intense distress. She said, "When | was
really depressed, | thought to myself, 'Oh my God, if lightning strikes me and kills me, it would be
better” (IDI 10). Another caregiver described her mental state as reaching a breaking point,
stating, "l want to scream and break the earth" and expressed a desire to "runaway" because the
pressure is "too much"(IDI19). Despite these, understanding around mental health is very limited
in Cambodia which lead to negligence on mental health care and affect the attitude toward
mental health-care services seeking(Chhim, 2017; Schunert et al., 2012). The lack of access to
affordable and appropriate mental health services also remains extremely limited (Chhim, 2017).
This gap reflects broader systemic challenges in mental healthcare provision and underscores the
need to integrate mental healthcare into caregiving-related policy frameworks and vice versa.

The availability of specialized services for care recipients, particularly older persons and
individuals with disabilities, also remains limited at the local level. Caregivers reported insufficient
access to medical, technical, and social support services that could assist in managing complex
care needs. This lack of service provision increases the intensity of caregiving responsibilities



within the household and places additional strain on family members. To further worsen, this also
compromise the quality of care for people who are in need of very specific clinical health care.

For a social services, the findings indicate a shortage of affordable and accessible formal care
options. The limited availability of institutional or community-based care services compels
families to assume primary responsibility for high-intensity caregiving, often without adequate
external support. Where such services do exist, they are frequently unaffordable or
geographically inaccessible, particularly for rural populations. This reinforces reliance on unpaid
care and exacerbates existing inequalities in care provision.

Childcare service, for instance, there has been lack of village-level daycare, inadequate factory
nurseries, age gaps in services and trust on the quality of the services. while some community
pre-schools and factory nurseries exist, they often fail to meet the needs of working parents due
to age restrictions, poor quality, and a lack of trust. Community kindergartens typically only
accept children starting at age three, leaving a critical gap in support for parents of infants and
toddlers. One mother suggested the government should provide places where children could be
left for even four hours a day to allow for part-time work (IDI21). Meanwhile, some factories
provide nurseries, but caregivers often refuse to use them because the staff are perceived as
unskilled. One respondent noted that her factory nursery was run by “two hygiene aunts"
(cleaners) rather than trained professionals, leading to a lack of trust as she further that "We don’t
know how they take care of our children... so we don’t dare to take them(services)" (IDI21). Such
challenges also echo through researches done by World Band in 2024 and the International
Finance Corporation (IFC) in 2020 in which shows issue around trust, safety concern, insufficient
operation hours and lack of quality standard (Haddock et al., 2024; Kolb et al., 2020).

Similarly, for elderly care and disability care service, there are very limited social service and
facilities dedicated to elderly and people with disability at the community level. There has been
lack of formal facilities for elderly, community-based support systems and specialized package ti
help with unique needs of people with disability.

Needs

The research highlights critical unmet needs among caregivers related to accessible and
affordable health and long-term care services. Caregivers consistently expressed the necessity for
expanded coverage of affordable healthcare and long-term care options for their care recipients.
Such services have the potential to alleviate the intensity of caregiving responsibilities, thereby
reducing caregiver burden while simultaneously improving the overall quality of care provided
within households. The current gaps in service provision place disproportionate physical,
emotional, and financial demands on unpaid caregivers within the household, highlighting the
urgency of enhancing service availability and affordability. A 66-year-old caregiver highlighted the



gap in local clinical access, stating that "The point that needs to be changed is health (services),
so that there are doctors in the village... and mobile doctors..."(ID112).

Additionally, the need for respite care and psychological support emerged as a significant
concern. Caregivers frequently reported experiencing high levels of stress and emotional
exhaustion, often approaching burnout due to the relentless demands of caregiving. Respondents
emphasized that accessible psychological support, particularly when embedded within
community-based programs, could provide substantial relief. There is a desire for community
institutions that provide more than just medical pills as a respondent stated that "/ would like to
see an institution created by the community to provide understanding, encouragement, and
emotional support"(IDI10). Community-oriented mental health initiatives not only offer practical
coping mechanisms for mental health but also foster social connectedness and reduce the
isolation commonly experienced by caregivers (Castillo et al., 2019; Velloze et al., 2022).

These findings resonate with international policy recommendations advocating for
comprehensive care systems that integrate health, long-term care, and psychosocial support. For
example, the World Health Organization underscores the importance of expanding community-
based long-term care services to enhance caregiver well-being(Barber et al., 2020). Likewise, the
International Labour Organization recommend the inclusion of respite services and mental health
support as essential components of effective care policies(Addati & Cattaneo, 2022).

Policy discussion and opportunities

Health care services

This study’s findings highlight the pivotal role of Cambodia’s key health protection mechanisms—
the Health Equity Fund (HEF) and the National Social Security Fund (NSSF)—in mitigating
healthcare-related financial risks for vulnerable populations and care-related social service
including childcare, elderly care and care for people with disability services.

To start with the key health care related schemes. Both mentioned earlier, the HEF and NSSF,
contribute to reducing economic barriers to healthcare and social well-being, yet their design and
coverage present distinct implications for unpaid caregivers. The HEF serves as the principal social
health protection program targeting the poorest and most vulnerable households, primarily those
classified under the ID Poor system (Ministry of Health, 2018) . By covering healthcare costs at
public health facilities—including consultations, medications, diagnostic tests, hospitalizations,
and, in some cases, transportation and caregiver-related expenses—HEF substantially alleviates
out-of-pocket spending(Feldhaus et al., 2022; Jithitikulchai et al., 2021). HEF scheme was also
increase the likelihood of healthcare utilization for the poor (Annear et al.,, 2019) and reduce
health related debt (Flores et al., 2013). Aligning with the various researches studies such as
Annear et al., (2019), Feldhaus et al., (2022), Flores et al., (2013) and lJithitikulchai et al., (2021),



Respondents also identified HEF as a critical mechanism that reduces financial stress and
increases access to essential health services for them and their families. It enhances access is
health care particularly important for households managing chronic or complex health conditions
requiring ongoing care.

However, while the Health Equity Fund provides free-of-charge healthcare services to poor
household identified through the ID Poor system, awareness and utilization gaps persist as
reported by respondent and in the policy document (National Social Protection Council, 2024).
Caregivers in the household with ID Poor status were generally aware of the availability of free
medical services; however, many lacked information regarding the reimbursement or
subsidization of non-medical costs, such as transportation and associated expenses. This lack of
clarity contributes to reluctance in service utilization, as out-of-pocket expenditures—real or
perceived—remain a significant concern. For specific groups like persons with disabilities, the
high costs of transportation and healthcare are explicitly noted as double burdens that hinder
service utilization (National Social Protection Council, 2024). Furthermore, HEF’'s household-
based eligibility criteria present limitations from a caregiving perspective. While the program
benefits households officially designated as poor, individual caregivers or household members
with high care burdens who reside in non-ID Poor households may be excluded from these
protections. This exclusion risks leaving a subset of caregivers without guaranteed access to
subsidized healthcare, thereby perpetuating gaps in support for those who bear intensive
caregiving responsibilities but do not meet the formal poverty criteria.

The NSSF complements HEF by providing social security benefits to formal sector employees,
encompassing healthcare, work-related injury insurance, maternity benefits, pensions, and
planned unemployment benefits (The Law on Social Security Schemes, 2019). Recent expansions
to include self-employed individuals and dependents of person with NSSF signify progress toward
broader social protection coverage(Thlen, 2025). The NSSF aims to provide financial security and
health protection, mitigating risks associated with illness, injury, and aging within the labor
market (The Law on Social Security Schemes, 2019). NSSF support for childcare primarily focuses
on the critical early stages of a child's life which include daily maternity leave stipends of 70% of
their average contributory wage, health care for infants in form of cash transfer to cover prenatal
check-ups, birth delivery check-ups and childhood vaccinations at public health facilities (The Law
on Social Security Schemes, 2019). This childcare support under the scheme is seen as helpful for
caregivers especially female caregivers (working mother). In the formal sector, assistance is
described as a significant relief. One respondent who is a factory worker reported receiving 70%
of childbirth costs from the factory and ministry, as well as a government stipend of USD 30 per
month for her child’s health checkups. She described this as a significant financial relief on health
care issue (IDI3). For disability care, NSSF provides extensive financial and physical protection for
individuals with disabilities, particularly through its Occupational Risk and Health Care schemes.



Under the law, the person with NSSF would benefit from workplace accident, commuting accident
or occupational disease with medical care, caretaker allowance during treatment, permanent
disability pension, permanent disability allowance and rehabilitation services(The Law on Social
Security Schemes, 2019). Under this law, people are better ensured with income security and
social welfare in their senior age with pension and retirement funds at the age of 60.

However, the contribution-based design of the National Social Security Fund (NSSF) structurally
constrains unpaid family caregivers. When individuals—predominantly women leaving formal
employment, such as the garment sector, to care for children or elderly relatives—exit the
workforce, they immediately lose their independent NSSF health coverage. As evince in the
interview with a 29-year-old former factory worker who stated that her NSSF coverage ended
when she stopped working to care for her two children. She said “/ used to have one (NSSF) but
when | stopped working it (NSSF) is cut off..we stop paying” (IDI21). Although recent NSSF
expansions allow for voluntary contributions from the informal sector, zero-income caregivers
perceive it to be hard to acquire one and for some cannot afford the monthly premiums without
relying on the primary breadwinner. A caregiver who sells fish explained that she wanted a social
security card but could not obtain one because the requirements for informal workers are "tough"
and "complicated," requiring photos of her workplace and confirmation from the Ministry of
Labor as she understand it. Consequently, their only alternative is to register as a dependent
under a formally employed spouse. In the context of traditional Cambodian household dynamics,
this reinforces deep patriarchal power imbalances which makes a caregiver's fundamental access
to healthcare highly precarious, tying their bodily autonomy and health rights entirely to their
spouse’s job security, financial control, and the stability of the marriage.

The policy discussion in relation to health care indicate that the opportunity to address caregivers’
health care need lies around the two significant mechanisms, the NSSF and the HEF. First of all,
there is an opportunity to expand coverage and ensure that the two can benefit individual with
care responsibility with or without formal employment. Also, there shall be further effort on the
coverage of metal health care under the mechanism. There might also be significate value to
integrate mental health services and support for chronic illness management within the HEF and
NSSF frameworks, recognizing that caregivers often deal with complex health conditions.

Childcare services

Cambodia’s childcare policy landscape is characterized by a series of national frameworks aimed
at early childhood development, legal mandates for employer-supported care, and social
assistance programs for vulnerable families. The Early Childhood Care and Development (ECCD)
Framework comprise of National policy on Early Childhood Care and Development (2010),
National Action Plan for ECCD (2014-2018) and National Action plan for ECCD (2022-2026). The
national policy on ECCD serve as the foundational policy focusing on the holistic development of



children through quality health, nutrition and education services and promoting school readiness
and maternal care (Ministry of Education, Youth and Sport, 2010). This policy helps lift the care
burden by transitioning early childhood development from an isolated household responsibility
to a supported, inter-ministerial national infrastructure (Thlen, 2025). The policy aims to equip
families with essential training and integrate maternal health, nutrition, and early education
services(Ministry of Education, Youth and Sport, 2010) which can potentially makes daily
caregiving more manageable and less isolating (Thlen, 2025). This state-backed approach
mitigates the "dual challenge" of care giver, especially women, by establishing public care systems
and targeted interventions such as immunizations and inclusive care programs that significantly
reduce the logistical and financial strain on individual households. The action plan (2014-2018)
prioritized disadvantaged children from conception to age six, emphasizing immunization, birth
registration, and training for family caregivers, while the current one aims to relieve the childcare
burden by shifting responsibility from a total reliance on families to a more structured, multi-
sectoral care infrastructure. The action plan (2022-2026) establishes five priorities namely
equitable and inclusive early education, health and care, nutrition for women and children, safety
and security, and responsive protection which help relieving child care burden by providing
quality early learning opportunities reducing the number of hours caregivers, usually mothers,
must spend on basic supervision at home, allowing them more opportunities for full-time
employment. It also promotes early childhood health and nutrition for women and children which
can reduce the intensity and frequency of care require for sick children. Furthermore, the plan
involves a comprehensive multisectoral approach which lifts logistical and financial burdens of
childcare by sharing the responsibility with state and the community.

While the existing childcare policy and plan seems to bring about promising solution to care
burden, there are still a few critical aspects to be further considered. One of the significant gap
of the policy is the “care gap” for children between three months and three years of age, a critical
period that currently lacks public service available(Thlen, 2025). This has been reported to be a
significant challenge for care giver who express desire to enroll their children in childcare and can
only afford public school services. Moreover, existing state and community programs typically
operate for only half-days (around 3-3.5 hours), which is insufficient for full-time working parents,
particularly working mothers-who are left struggling to manage childcare for the remainder of
the workday(Haddock et al., 2024). More importantly, there are currently no official national
guidelines or curriculum to regulate service quality or workplace standard for children under age
three(Thlen, 2025) which contribute to worsen the sense of trust for caregivers.

Elderly care services

In relation to elderly care, Cambodia has National Healthcare Policy and strategy for Older People
(2016), National Aging policy (NAP) 2017-2030, and Action Plan 2017-2030. The health care policy



aims to promote healthy aging across the lifespan focusing on establishing standards for elderly
care and strengthening protections against health risks (Ministry of Health, 2016) while the
national aging policy 2017-2030 addresses the social welfare, healthcare and economic needs of
older adults (Royal Government of Cambodia, 2017) . The Action plan for the NAP intend to put
the policy into action through the coordinated frameworks for inter-agency efforts (Ministry of
Social Affairs, Veterans and Youth Rehabilitation, 2018). The action plan has significantly
acknowledged families as primary caregivers and emphasizes ageing within family and
community settings. Under the plan, the Ministry of Social Affairs, Veterans and Youth
Rehabilitation (MoSVY) implements two primary programs to support aging citizens, Community-
Based Older People Development Programme which focuses on social engagement, health
promotion, and economic opportunities within communities, and Family-Based Care for Older
People Programme which supports family caregivers through training, psychological support,
financial assistance, and home-based care resources. The later program reflects the
acknowledgment, commitment and effort to contribute to lifting the pressure of elderly care
burden by specifically support caregivers within the family. Moreover, there has been formation
of Older People’s Association (OPAs) which was establish under the collaborative project between
HelpAge International and Ministry of Social Affairs, Veterans and Youth Rehabilitation (MoSVY).
The vital services provided by OPAs includes health training, home visit, social activities,
community engagement, livelihood support and awareness raising on accessing government
benefits and resources (HelpAge International, 2010).

In the meantime, there are also limitation to the actual provision. Most notably, the formal public
or private facilities for elderly care is severely limited (Thlen, 2025). The lack of the facilities as
well as the services for elderly care place the absolute burden on unpaid care givers within the
household. While private service may be available in urban area, the service is affluent that it is
not widely affordable. More importantly, there is a persistent shortage of trained care providers
for older people, particularly in residential setting (National Institute of Social Affairs, 2019). This,
even with ability to pay, still post the challenge on the lack of professional services.

The action plan, while being well formulated, the implementation is rather funding reliance. The
program often depend on external financial assistance from international donors and NGOs which
may not be sustaining (Thlen, 2025). Similarly, since it is funding dependent, there is also
limitation in scope of coverage. For instance, even with the plan to replicate across the country,
the older people’s association was established only in some provinces. At the same time, the
policy is also flawed in term of incentivizing care givers. There is no explicit caregiver rights
mention. The legal and policy focus remains almost entirely on the rights and entitlements of the
older person (Ministry of Social Affairs, Veterans and Youth Rehabilitation, 2018). Care givers are
discussed as a means to provide care not as the right-holders. Additionally, Care givers is not
defined as beneficiaries as social protection schemes identify the older person or the household



as the beneficiary, not the individual performing the unpaid labour (Ministry of Social Affairs,
Veterans and Youth Rehabilitation, 2018). Similarly, there seems to be absence of specific
protections for caregivers as there is no mention of a formal caregiver allowance or income
protection for those who may leave the workforce to provide care, while respite care services is
also not included (Ministry of Social Affairs, Veterans and Youth Rehabilitation, 2018). Lastly, it is
worth noticing that the issue around old age people performing as care giver is not raised
acknowledge in the policy and the plan which seem to neglect this reality of the current situation
of elderly people, especially older women.

Disability care services

The Royal Government of Cambodia has established a foundational legal and strategic framework
to uphold the rights of persons with disabilities. This is reflected through the 2009 National
Disability Law to promote and protect the right of people with disability and the National
Disability Strategic Plan 2024-2028 (NDSP3), which serve as a multi-sectoral roadmap designed
to enhance the quality of life for persons with disabilities by eliminating barriers and ensuring
their full participation in society (Royal Government of Cambodia, 2024). It is built upon a vision
where people with disability and their families live with dignity and inclusiveness across all
sectors. The implementation of the strategy is led by Disability Action Council (DAC). To
implement these structural mandates, the government currently operates 11 regional physical
rehabilitation centers offering largely subsidized services such as prosthetics and physiotherapy.
The NDSP3 explicitly integrates support for families and caregivers of persons with disabilities
(PWDs) acknowledging their crucial role in community-based rehabilitation(CBR) and recognizes
that the well-being of person with disabilities is inseparable from the support systems provided
at the household and community levels (Royal Government of Cambodia, 2024). Economically
and financially, the plan aims to enhance the livelihoods of PWD families by facilitating access to
safe, low- or no-interest loans for small businesses and ensuring financial assistance during and
after natural disasters (Royal Government of Cambodia, 2024). This aligns with broader efforts to
support vulnerable families through integrated social assistance programs like the Cambodia
Family Package Programme. Regarding home-based care and psychological well-being, NDSP3
commits to defining policies and guidelines for home-based care and emphasizes providing
community-based mental health and psychosocial support to sustain independent living (Royal
Government of Cambodia, 2024) which is responsive to caregivers’ needs for more support with
basic care and addressing challenges such as poor access to formal support (RTI International,
2020). Furthermore, the plan includes skills and awareness training initiatives, such as raising
family awareness about job opportunities and inclusive education benefits, and providing sign
language training specifically for family members to improve communication. This can help the
caregiver increase the quality of their care.



While “families” are explicitly integrating into the strategic plan, there is a lack of entitlement for
individual fulfil the role as unpaid care givers in the family. The strategic plan focuses the right
sand dignity of person with disability and mention that personal assistance as a professional role
should be paid for hourly-based work, but this does not and may filter out caregivers within the
household who normally categorized as unprofessional. Moreover, there is limited structured
psychological or mental health support targeted at caregivers. The strategic plan tends to target
family of people with disability but not individual caregiver within the household which can
potentially overlook the individual needs of the primary caregivers who most of the time are
women. Similarly, Caregivers within household are treated as a means to support people with
disability but not as individuals with their own needs. More importantly, there has not been any
mention or discussion around people with disability who may also perform as unpaid care giver
within the family leaving out the complexity of care giver with disability and their position within
this framework.

4.3.3 Education and Training
Challenges

The study identifies significant barriers faced by unpaid caregivers in accessing education and
training opportunities, which in turn limit their socioeconomic mobility and reinforce existing
inequalities. These challenges highlight critical gaps within current education and skills
development policies specifically designed for caregivers, while also pointing to opportunities for
designing more inclusive and caregiver-responsive systems.

A central challenge is the trade-off between participation in education or training and the
fulfillment of unpaid caregiving responsibilities. Many training programmes—particularly those
delivered through in-person or fixed schedules—require caregivers to either reduce the time
allocated to care or arrange alternative care arrangements. In practice, such alternatives are often
unavailable or unaffordable, effectively excluding caregivers from participation. This structural
incompatibility between caregiving and training systems acts as a disincentive for skills
development and limits pathways to income generation. A 53-year-old grandmother expressed
her desire to attend cooking training to acquire skills for preparing food to sell, but she is unable
to participate due to her numerous responsibilities, which include cooking, doing handcraft work
for extra income, caring for her grandchildren, and tending to the fields, leaving her with no time
to rest (IDI11). Even those in professional roles, like a bank employee, care giver finds caregiving
affects their ability to develop new skills or gain knowledge because her 24-hour cycle is almost
entirely consumed by labor (IDI8).

Even when caregivers are able to attend training or community-based learning activities, they are
not free from their care and domestic duties. The care work must be fulfilled somehow. So,
caregivers frequently carry their caregiving responsibilities with them. Respondents reported



either bringing young children to village meetings or training sessions or rushing at the end or
between session to perform household chore. This constrains their ability to fully engage,
concentrate, and acquire new information. One caregiver described a grueling routine of leaving
training sessions to fulfill domestic needs as she stated "When we go to study and the session
starts... we have to leave quickly... we have to run to home and have to go to the session
again..."(IDI 10). This challenge is further exacerbated when the trainers, programme organizers
and related personnels do not take into account caregivers’ needs among participants and fail to
provide flexible arrangements or supportive environments. As a result, the caregivers can either
participant with such distraction and burden or give up participating all together.

In addition, limited access to information represents a key barrier. Caregivers often reported a
lack of awareness regarding available education and training opportunities, including those
offered through Technical and Vocational Education and Training (TVET) program. This
information gap restricts caregivers’ ability to make informed decisions about skills development
and undermines the potential impact of existing programmes designed to enhance employability
and livelihoods. This loops back to their financial insecurity and independency.

Needs

In relation to the challenges, The study highlight a set of education and training needs that, if
effectively addressed, could serve as important socioeconomic incentives for unpaid caregivers.
These needs span both care-related competencies and income-generating skills, reflecting
caregivers’ dual roles within the household and their aspiration to improve both care quality and
economic resilience.

A key need identified is the acquisition of knowledge and skills to enhance the quality of care
provided. Caregivers expressed a strong interest in learning practical and context-specific
competencies to perform their roles more effectively and to avoid unintentional harm. Areas of
interest include positive parenting techniques, basic primary healthcare for young children, and
elderly care practices. This demand indicates a gap in accessible, community-level training that
equips caregivers with essential caregiving knowledge. Addressing this gap presents a policy
opportunity to strengthen human capital within households while improving care outcomes. This
will also contribute to strengthening care economy in a long term.

In parallel, caregivers also articulated a clear demand for vocational and technical training that
would enable them to engage in income-generating activities without compromising their
caregiving responsibilities. Many respondents expressed interest in developing small, home-
based businesses that allow for flexible working arrangements compatible with care duties.
Programmes such as Technical and Vocational Education and Training (TVET) are well-positioned



to respond to this need, but require adaptation to better accommodate caregivers’ time
constraints and mobility limitations.

Policy discussion and opportunities

The findings above point to significant opportunities within Cambodia’s existing education and
skills development frameworks to better support unpaid caregivers as part of a broader
socioeconomic strategy. Key policies, including the National Policy on Lifelong Learning (2019)
and the Technical and Vocational Education and Training (TVET) policy, provide an important
foundation for expanding inclusive learning pathways. The two policies shows great potential to
support caregivers, yet also bear implementation gaps in effectively reaching and accommodating
caregivers.

The National Policy on Lifelong Learning represents a strategic shift from a narrowly school-based
education system toward a more holistic approach that incorporates formal, non-formal, and
informal learning across the life course(Ministry of Education, Youth and Sport, 2018). Its
emphasis on improving access for disadvantaged and vulnerable groups, alongside strengthening
community-based learning structures such as Non-Formal Education (NFE) programmes and
Community Learning Centres (CLCs), now evolving into Lifelong Learning Centres (LLLCs), creates
a promising entry point for engaging caregivers. These decentralized and community-based
platforms are particularly well-suited to address the mobility and time constraints faced by
caregivers, offering a clear opportunity to embed caregiver-specific training and outreach within
existing structures.

Similarly, the TVET policy aims to enhance workforce skills, expand access to flexible and modular
training, and promote lifelong learning for both youth and adults (Ministry of Labour and
Vocational Training, 2017). TVET programmes offer a diverse range of pathways, including short
courses, certification programmes, online learning options, and financial support mechanisms
(Ministry of Labour and Vocational Training, 2017). Notably, the types of vocational skills provided
such as small business development, agriculture, and crafts align closely with caregivers
expressed interest since they can pursue home-based and flexible income-generating activities.

However, despite this strong alignment, the study finds that caregivers’ participation in these
programmes remains limited. A key barrier is lack of awareness, as many caregivers are not
adequately informed about available training opportunities or how to access them. In addition,
structural constraints persist. caregivers are often required to choose between attending training
and fulfilling their unpaid care responsibilities. Even where inclusive measures exist on paper,
current programme designs do not sufficiently accommodate the realities of caregiving, such as
the need for flexible schedules, proximity, or integrated care support.



These gaps highlight a critical policy opportunity to reposition lifelong learning and TVET systems
as socioeconomic incentives for caregivers. Greater integration of caregiver-sensitive
approaches—such as flexible delivery formats, community-based outreach, and the provision of
childcare or accompaniment options—could significantly enhance accessibility and participation.
Leveraging LLLCs as localized hubs for both care-related and livelihood training could further
strengthen this approach.

Additionally, the findings point to an important forward-looking opportunity within the broader
development of the care economy. As Cambodia seeks to build a more resilient and inclusive
economy, the promotion of care-related services and professions remains underdeveloped within
current vocational training offerings. Expanding TVET curricula to include care service training
such as elderly care, childcare, and community health support, would not only respond to
growing care needs but also create new employment pathways, particularly for caregivers
themselves.

4.3.4 Recognition and Psychological Support
Challenges

The study highlights a set of deeply embedded social and normative challenges that shape
caregivers’ experiences and limit the effectiveness of policy interventions. These challenges are
not solely material but are psychological which often appear invisible. Addressing them presents
an important opportunity to strengthen caregiver well-being and enhance the overall functioning
of the care system.

One of the issues identified is the lack of social recognition of caregiving. Care work is frequently
framed within cultural and traditional expectations as a duty assigned to particular family
members, rather than as a form of labor with social and economic value. And the family members
who are usually assigned with such role are women and girls. This framing diminishes both
emotional recognition and societal validation for caregivers, reinforcing its invisibility in policy
discourse. As a result, caregivers often do not perceive themselves as entitled to support, and
their contributions remain undervalued in both public and private spheres.

Closely linked to this is the invisible and cumulative burden of caregiving. Respondents described
caregiving as encompassing not only physical tasks but also sustained emotional and cognitive
demands, including stress, constant vigilance, and responsibility for others’ well-being. This
multidimensional burden often goes unrecognized, contributing to fatigue and burnout.
Respondents emphasized that while they are exhausted, their struggles remain hidden. One
respondent raised in the interview that "Many people are suffering but nobody sees their
difficulties as carers"(ID17). The absence of formal acknowledgment within policy frameworks
further compounds this invisibility, limiting the development of targeted support mechanisms.



The normalization of caregiving within social and cultural contexts also contributes to emotional
suppression among caregivers. Because care responsibilities are widely perceived as routine or
expected, caregivers have internalized these norms and downplayed their own stress or
exhaustion. This also contribute to the narrative that care especially unpaid care work with
household space is a private matter, not a public or economic issue. This dynamic reduces the
likelihood of help-seeking behavior and creates barriers to accessing available support services,
particularly in relation to mental health and psychosocial assistance. One mother noted in the
interview when that she would not use any psychological counseling because she thinks it is
shameful. She stated “I’'m ashamed. My family’s story is embarrassing” (1D16).

In addition, caregiving responsibilities can significantly restrict opportunities for social
participation. Many respondents reported limited ability to engage in community activities, social
networks, or public life due to time and mobility constraints. A 29-year-old mother explains that
she cannot go anywhere because she has small children who require constant supervision,
stating, "we cannot leave them."(IDI21). At the same time, many respondents report working
between 15 and 17 hours a day across paid and unpaid labor, leaving them with no time for
themselves or even time for basic social interactions. This often results in social isolation and
exclusion, with negative implications for psychological condition and overall well-being (Brandt et
al., 2022; Shankar, 2023). The same point was made in the a caregiver’s interview that while
working outside provides social connections and information, being home-bound means she has
"little social networks" and is often unaware of community problems (IDI21). The implication of
this social exclusion amount to a bigger societal issue. Some care giver found themselves
eventually withdraw from the community as they report never spend time with neighbors or
friends. In extreme cases, the burden of poverty and care work leads to intentional and active
self-isolation. One female elderly caregiver mentioned she “closes the door and feels ashamed"
to prevent neighbors from seeing her family's struggle (IDI17). This lack of opportunity, time for
community participation and intentional isolation undermine caregivers’ civil participation.
Respondents reported that there is often “never a chance to participate” in village decision-
making to service support as these information and processes do not reach the isolated
households, hence home-bound caregiver. Noticeably, compounding with social norm, some
female respondents report being instructed by their male partners that it is better for them to
just stay at home and they should not go around visiting the neighbor due the stereotype around
“women’s value and gossiping”. So female caregivers purposefully stay at home all day long and
not discussing their issues with others.

Needs

The research study was able to draw a set of critical social and psychosocial needs among
caregivers. These needs, centered on recognition, social value, rest, and community connection,



are essential not only for caregiver well-being but also for sustaining the broader care system and
social cohesion.

A primary need identified is the formal and social recognition of caregiving as essential work.
Caregivers emphasized the importance of acknowledging unpaid care as a legitimate and valuable
contribution to both household welfare and the wider economy. This includes recognition of not
only the physical aspects of care but also the emotional labor and psychological demands
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involved. A female caregiver reported that "..(Recognition) is very important, words of
encouragement, giving value is very important. If you do it and they give you value, they praise
you for it, then you don't get discouraged..."(ID110). Likewise, one working mother noted that
while her work is overwhelming, she feels a sense of relief when her efforts are acknowledged as
she stated "When someone acknowledges my effort, | feel relieved. Otherwise, it is overwhelming"
(ID19). Therefore, it is crucial to ensure that some form of recognition of the normally forgotten

unpaid care work within household is establish in both policy and societal discourse.

In line with above mentioned point, there is a need for increased public awareness that shift the
perception that staying at home to provide care is a form of idleness and care work at home take
a toll more than the physical exhaustion. Respondents highlighted the importance of shifting
societal perceptions so that caregiving is understood as real work, rather than being dismissed as
informal, voluntary, or purely familial obligation. Caregivers want their partners, family members
and community to understand the weight and nature of unpaid care work, hence change attitude
toward them and their roles in the family. Due to social norm, the awareness raising as the
reported need are more likely to be emphasized by female care givers toward male perception. A
bank employee noted that if the value of care were recognized by men, it would directly improve
the quality of domestic life as she said "If men understood the value of women’s contributions
more, family life would be better"(IDI8). Another female respondent directly requests that "/
would like the government to promote the value of women’s work at home. Some people think
that women who stay at home do nothing, but that is not true"(IDI3). Thus, public awareness
initiatives can play a crucial role in reshaping norms, reducing stigma, and legitimizing caregivers’
claims to support and resources

In addition, caregivers expressed a strong need for rest and relief from continuous caregiving
responsibilities. For full-time caregivers in particular, the absence of breaks or downtime
contributes to cumulative stress and burnout. The lack of structured mechanisms for respite care
further aggravates this issue, leaving caregivers with limited opportunities to recover physically
and emotionally. Many reports having less than one hour of time for themselves in a 24-hour
period, meaning the remaining 23 hours are an indistinguishable blend of care and survival labor.
One grandmother notes that "l don’t even have time to sleep. | wake up at 3 or 4 [a.m.] to begin
a day of farming, sewing, and childcare” (IDI6). The care givers’ deteriorated condition highlights



a clear urgent need to introduce or expand respite care services as part of a comprehensive care
support system.

Finally, the need for social participation and community connection emerged as a significant
concern. Caregivers acknowledged that social interaction and engagement are necessary for
emotional well-being and stress relief. However, caregiving responsibilities, combined with
prevailing social norms, often restrict their ability to participate in community life. This results in
social isolation and reduced opportunities for peer support. Strengthening community-based
platforms and creating inclusive spaces for caregivers can help address this gap, fostering both
social cohesion and individual well-being. At the same, there is a need to highlight the important
role of existing traditional social and religious gathering and event, hence making use of them.
For instance, older care givers reported using the time going to pagoda as a break from care
burden and gain some social connect where other caregivers and older grandparents are also
joining. One caregiver noted that visiting the pagoda to meet and talk with elders makes her feel
"relieved" and helps ease the mental heaviness she feels at home.

From a policy perspective, these needs point to a broader opportunity to integrate social
recognition and well-being considerations into care-related interventions. Beyond financial and
service provision, policies should incorporate measures that validate caregivers’ roles, promote
public awareness, enable rest and respite, and facilitate social participation (IDI10).

Policy discussion and opportunities

The constitutional basis established under article 36 of the Constitution of Cambodia provides a
powerful statement of recognition of unpaid care work. The article states that “The work by
housewives in the home shall have the same value as what they can receive when working
outside the home" (Constitution of the Kingdom of Cambodia, 1993). This reflects a significant
constitutional recognition. Even with such high-level political recognition, these instruments are
underutilized as an entry point for policy innovation and lack of real implementation. There is still
a lack of sufficient socioeconomic incentives that translate this recognition into tangible support.
With limited concrete benefits, caregivers may continue to feel undervalued and unsupported.
Institutional support through the establishment of daycare centers and flexible work
arrangements is also highlighted, yet access to these resources remains limited (Withers, 2020).
This will be discussed further in the following session of the report. While the policy recognizes
the economic aspects of caregiving by emphasizing share monetary value of housework and the
outside work, it may not adequately address the psychological support needs of caregivers. The
pressures of unpaid care work led to various psychological issues, but without specific initiatives
aimed at providing mental health resources or peer support, caregivers can feel isolated and
overwhelmed as mentioned above.



In the country’s gender mainstreaming strategy, Neary Rattanak VI introduces the "Care
Economy" concept as a strategic trend post-COVID-19 and aims to establish a national framework
and action plan focused on care work and work-life balance which is reported in the Key Informant
Interview as being developed. The strategy emphasizes the need for societal mindset changes to
encourage shared domestic responsibilities, particularly among men, to reduce time poverty for
women and enhance their participation in leadership and economic activities (Ministry of
Women's Affairs, 2024). Institutional support is highlighted through the establishment of daycare
centers and flexible work arrangements to promote work-life balance (Ministry of Women’s
Affairs, 2024). Neary Rattanak VI also seeks to integrate gender and unpaid care work indicators
into national surveys to assess economic impacts and monitor progress on related policies
(Ministry of Women’s Affairs, 2024). The strategy pinpoints clear recognition of unpaid care work
and take into account key aspect that affect their psychological condition.

However, gap in implementation of the strategy remain affecting the development of the care
framework which is the ambarella framework for the country’s care direction. Also, while the plan
seeks to integrate gender and unpaid care work indicators into national surveys, challenges in
data collection can hinder effective monitoring and evaluation. In many areas, especially rural
regions, caregivers may not have access to adequate childcare facilities or supportive workplace
policies, which can exacerbate their burdens. There has been limited provision to operationalize
through the introduction of caregiver-specific socioeconomic incentives.

At the same time, the reliance of caregivers on community resources rather than formal health
professionals for psychological support emphasis significant limitations in the country’s mental
health policy framework. While national policies may advocate for community-based care
(Ministry of Health, 2023), the actual availability and accessibility of professional mental health
services remain insufficient, particularly for caregivers who often face geographic and financial
barriers (Chhim, 2017) . This situation is exacerbated by cultural stigma surrounding mental
health and domestic affair, leading caregivers to seek support from informal community networks
where they feel safer (Chhim, 2017; Schunert et al., 2012).

The opportunities for provision of psychological support and recognition would center around
the use of existing local and community resources and focusing on both local perspective changes
and policy-level specific incentive as the reflection of recognition. While professional
psychological support is safe and standardized, the accessibility of local resource suggests the
sufficient employment of peer support or community group creating space for connection and
care for caregivers. The use of existing traditional, social and religious gathering should service as
a useful platform for information sharing and caregivers’ psychological assistance.



4.3.5 Employment and Work-Life Balance

Challenges

The study demonstrates significant structural challenges faced by unpaid caregivers in accessing
and sustaining employment, showing critical gaps in labor market policies and work-life balance
frameworks. These challenges not only constrain individual economic opportunities but also
function as systemic barriers to inclusive and equitable labor force participation.

A primary issue identified is workforce exclusion. Caregivers are frequently pushed out of the
labor market or constrained in their choice of employment due to the intensity and
unpredictability of caregiving responsibilities. The need to provide continuous or on-call care
limits their availability for formal employment, particularly in roles that require consistent
attendance and fixed schedules. A former formal worker explained she could no longer maintain
that her work because caregiving had become "full-time" for her (IDI11). Another respondent
noted that out of 24 hours, she has "less than one hour" for herself, making fixed-schedule formal
work impossible. As a result, caregiving acts as a structural disincentive to workforce
participation, reinforcing patterns of economic dependency and vulnerability.

At the same time, there is the misalignment between prevailing formal work models and the
realities of unpaid care work. Standard employment arrangements—characterized by fixed
working hours, rigid schedules, and limited leave provisions—do not accommodate the flexibility
required for caregiving. This rigidity makes it difficult for caregivers to maintain stable
employment, pursue career advancement, or access decent work opportunities. In many cases,
the absence of family-friendly workplace policies intensifies these challenges, further
marginalizing caregivers within the labor market.

In response to these constraints, caregivers often turn to limited employment options, primarily
in part-time or informal sectors. While such arrangements may offer some degree of flexibility,
they are typically associated with poor working conditions, low and unstable earnings, and a lack
of social protection or employment benefits. This concentration in informal and precarious work
not only limits income potential but also excludes caregivers from systems such as pensions,
health insurance, and other forms of labor-based security. Unfortunately, the condition
disproportionately falls on women due to their socially assign role as primary care givers and the
existing gender inequality at workplace.

Needs

A primary need is the establishment of flexible and caregiver-friendly work policies. Caregivers
emphasized the importance of employment arrangements that accommodate their
responsibilities, including home-based work options, adaptable schedules, and the ability to
manage unpredictable care demands. However, flexibility alone is insufficient if it is confined to



informal or precarious work. Respondents highlighted the need for such arrangements to be
embedded within formal employment structures that guarantee their job protection, stable
income, and access to benefits. This points to an important policy opportunity to formalize
flexible work models—ensuring that caregivers are not forced to choose between flexibility and
security.

In addition, caregivers expressed a strong need for career support pathways that prevent long-
term exclusion from the labor market. Temporary withdrawal from employment due to caregiving
responsibilities often results in skill depreciation, reduced employability, and limited
opportunities for career progression. To address this, policies could introduce reintegration
mechanisms, such as return-to-work programmes, skills upgrading initiatives, and recognition of
prior experience, enabling caregivers to transition back into the workforce without long-term
disadvantage.

Policy discussion and opportunities

Cambodia’s existing labour and tax policies provide an important foundation for supporting
workers with caregiving responsibilities. Provisions under the Cambodia Labour Law—particularly
Articles 171, 182-183, 186, and 219-220—alongside tax measures such as Sub-Decree No. 196
(2022), demonstrate a clear policy intent to protect workers during key life stages and
acknowledge household caregiving responsibilities (Labor Law of the Kingdom of Cambodia,
1997; Sub-Decree No. 196 ANKr.BK of 2022 Cambodia, 22 C.E.).

Current labour protections emphasis maternal support and protection. Under article 182 and 183,
the law includes 90 days of maternity leave at half pay, job security during pregnancy and
postnatal periods, and provisions for lighter duties upon return to work (Labor Law of the
Kingdom of Cambodia, 1997). The law also allows up to 7-day special leave for family-related
matters under article 171 (Labor Law of the Kingdom of Cambodia, 1997). For one year following
child delivery, mothers are entitled to one hour per day during working hours to breastfeed, which
can be divided into two 30-minute periods, and the breaks are separate from and cannot be
deducted from normal rest breaks as stated in the article 184 and 185. Moreover, there is
requirement for workplace childcare in larger enterprises. The law clearly states that enterprises
employing a minimum of one hundred women are legally required to establish a nursing room
and a day-care center within or near their establishment. This further signal recognition of
workers’ caregiving roles. More than these, within the Sub-Decree No. 196, tax rebates for
dependent children and non-working spouses also provide a degree of financial relief, implicitly
acknowledging the economic burden of caregiving within households (Sub-Decree No. 196
ANKr.BK of 2022 Cambodia, 22 C.E.). These provisions represent important policy strengths. They
contribute to safeguarding women’s employment during maternity, offer partial income
protection, and promote the provision of childcare services in certain formal sector contexts.



Collectively, they reflect an emerging framework that links labor rights with caregiving
responsibilities and supports women'’s participation in the workforce.

Nevertheless, some critical gaps are observable in these policies. A central issue is the gendered
framing of caregiving. Existing provisions are heavily centered on motherhood, with limited
recognition of caregiving as a shared responsibility. The absence of statutory paternity leave—
and the provision of only minimal special leave for childbirth—reinforces traditional gender
norms and constrains the redistribution of care work within households. Similarly, childcare
provisions tied specifically to the number of female employees’ risk reinforcing the perception
that childcare is primarily a women’s responsibility, while excluding workplaces with fewer
women or those in male-dominated sectors.

In addition, issues of coverage and adequacy persist. Maternity leave at half pay may be
insufficient for low-income workers, potentially forcing early returns to work or complete labor
market exit. Childcare provisions are limited to specific sectors and larger enterprises, excluding
a substantial proportion of workers in small businesses and the informal economy. Likewise, tax
rebates primarily benefit formal sector employees, offering limited support to caregivers who are
unemployed, informally employed, or have exited the workforce due to caregiving
responsibilities.

These gaps highlight a significant window of opportunity to strengthen labour and fiscal policies
as socioeconomic incentives for caregivers. Expanding parental leave policies to include
mandatory and adequately compensated paternity leave would promote more equitable sharing
of care responsibilities. Revising childcare provisions to be gender-neutral and applicable across
a broader range of enterprises could enhance accessibility and reduce structural biases.
Additionally, increasing the adequacy of maternity benefits and extending similar protections to
informal workers would improve inclusivity and reduce economic vulnerability.

4.3.6 Cultural and Gender Norms

Challenges

The research study reveals deeply entrenched culture and gender norms shaping the distribution
and perception of unpaid care work in Cambodian households. These norms reflect broader
structural inequalities, highlight asymmetries in recognition, and present critical policy challenges
for addressing both caregiving burdens and gender equity.

In Cambodian culture, caregiving is fundamentally connected to norms that prioritize family
responsibility, mutual aid, and respect for elders. The family, especially extended networks, is
seen as the central unit responsible for the care of children, the elderly, and individuals with
disabilities. Providing care within the family is not only anticipated but also viewed as a moral and
social obligation, often supported by religious teachings that promote compassion and reciprocal



support (Chopra, D & Krishnan, M., 2021). Because of this belief, caregivers typically accept their
responsibilities despite the impact on their well-being, often hesitating to seek help or demand
systemic support. Religion also plays a vital role in shaping care especially care for elderly parents.
According to Buddhist teachings, such as those found in the Mangala Sutta (the discourse on
blessing), honoring and supporting one’s parents is considered one of life’s highest blessings. And
even individuals who have entered monastic life are expected to return and care for their ageing
orill parents when needed (Huynh, 2017). This does not only create a strong societal expectation
for adult children, traditionally daughters, to care for their elderly parents, but also induce the
absolute sense of obligation among children who are caregivers. A long-term caregiver noted that
even when exhausted, she accepts her situation as part of a larger spiritual order that she
reported "According to the Dharma, we have karma... we are here to take care of our mother, we
are exhausted... but we fight to overcome all obstacles"(IDI110). Along with the obligation,
caregivers of elderly parents can also internalize the failure of their roles as sin that it places
significant emotional weight on them. The same caregiver expressed deep despair, feeling that
her inability to make her mother fully happy or healthy despite her efforts was a sign of
"misfortune" or bad karma, leading her to feel "exhausted in every way" (IDI110).

In regard to the gendered responsibility, participants consistently reported that household unpaid
care work is primarily viewed as women’s responsibility. Event though the research how shift in
attitude toward men taking up unpaid care roles as more men and women report witnessing men
contribute to household care work more, men are not perceived as primary caregiver within the
family. Men may assist in caregiving tasks, but these contributions are framed as optional or
supportive gestures rather than obligations. Women as care givers report in the interview that
the male family members, more specifically, their spouses, are generally also take part in care
giving roles. But it is noticeable that the word “help” was repeatedly mentioned by female
respondent when describing their partner taking parting part in care giving tasks. This reflects,
their view over the care work, performing by the male partner as helping “them”, the destine care
giver of the family. At the same time, when probing further, female care givers demonstrate that
the male family members are more likely to fulfill care taking role if and when they are absent or
unable to perform. A 31-year-old housewife confirmed that her husband, who drives a dump
truck, provides support when she is unable to perform her usual duties as she stated that "When
| cannot do something, he helps... Sometimes he bathes the children and helps with
cooking"(IDI4).

Meanwhile the care taking work such as childcare is normally feminized. Childcare tasks were
strongly gendered and culturally feminized. Traits such as patience, gentleness, and emotional
sensitivity were widely associated with women, reinforcing the perception that women are the
natural and primary caregivers (My, 2021). One respondent explained that the burden falls on
mothers "because it is our role" (IDI6). This societal expectation makes staying at home a "normal"”



and unquestioned condition for many caregivers (IDI21). Another male caregiver noted that
society believes a man "was not born to stay home" to care for children (IDI13). Similar findings
have been recorded in studies within Cambodia context such as Hunter (2022), UNFPA (2023),
Kim et al. (2026).

The study also highlights the differential recognition of caregiving labor by gender. Male
household members who perform care tasks are often praised as “good fathers or husbands,”
while women’s extensive contributions are rarely acknowledged. Although male participation
may support redistribution of workload, it does not necessarily reduce women’s mental burden,
challenge existing gender hierarchies, or guarantee sustainable sharing of responsibilities. This
asymmetry mirrors international findings indicating that men’s involvement in care is celebrated,
while women’s unpaid work remains invisible and undervalued (Withers, 2020).

The intergenerational transmission of care role is unveiled in this study. Due to cultural norm of
extended family care and gender norm, gendered caregiving norms are transmitted across
generations. Female family members, including adolescents, often inherit care responsibilities
from older generations, perpetuating gendered expectations and workload imbalances over time.
This also occur for younger generation to outsource the care responsibilities to elderly member
of the household. In Cambodia context, reflecting from the result of this study, it is very common
for grandmother or older female relative to take cover unpaid care work especially for childcare
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responsibility. This is seen as a “normal” traditional practice and the transmission of the care role

noticeably occur only among female kinship.

More importantly, the study indicates the rigid gender roles, power imbalance, and GBV risk
intertwining with unpaid care work in domestic space. The gender role ascribes women as the
primary care giver within household. This rigid gender roles intertwine with power imbalances
and increase the risk of gender-based violence (GBV). In many cases, failing to meet the culturally
imposed expectations tie with these roles, women are at risk of violence which usually be
culturally rationalized. As reported by a female waste collector that her husband would become
angry and "throw away food that didn’t suit his taste"(IDI9). And this was deemed her fault for
not properly fulfil her role. Also, the disproportionate burden of unpaid care work reinforces
women's economic dependence and limits their participation in paid employment further worsen
the power dynamics in intimate relationships. The coercion and enforced domesticity is observed
in the study as a few female respondents reported that they are asked or convinced to stay home
or even stop working. A 31-year-old housewife stated that she does not work outside because
"my husband prefers that | stay home. He says it is better that way" (ID14). She also added that
she previously worked at a shop but stopped because "my husband asked me to stop" and stay
home (ID14). Financial control is also visible in the imbalance power dynamic. One caregiver noted



that even when she had her own money, her husband's control was absolute that "Even though |
have a lot of money, | really want to buy what | want, | have to ask for it" (IDI10).

This relationship highlights the critical intersection between caregiving norms and household
safety, emphasizing the need for policies that promote equal sharing of care responsibilities and
recognize the value of unpaid work to challenge existing gender hierarchies and reduce GBV risk.

Needs

The study findings highlight a critical need for recognition while adapting gender transformative
approach to addressing unpaid-care work issue. Participants emphasized that greater
acknowledgment of their contributions could help promote more equitable sharing of care
responsibilities.

There is a need for recognition and respect from male family members for the unpaid care work
as a major contribution to the household, not just gender role. Female caregivers consistently
reported the need for male household members to understand and acknowledge the intensity of
unpaid care work and not dismiss it as just women’s works. This includes recognition of the
physical demands, emotional labor, and time commitment involved in day-to-day caregiving.
Respondents emphasized that the recognition follow by redistribution through men’s active
engagement in routine care tasks would not only reduce women’s burden but also challenge
traditional gendered assumptions about care roles.

Beyond the household, participants expressed the importance of broader societal recognition of
caregiving as essential work. Caregiving remains largely invisible and undervalued in public
discourse, which reinforces gender inequities and limits policy attention. Formal
acknowledgment—through campaigns, social protection measures, or public incentives—could
elevate the perceived value of care work and legitimize its contribution to household welfare and
the broader economy. It is worth emphasizing that the societal recognition should aim to create
gender role transformation not just only accommodating it and further glamorize women'’s roles
as caregivers.

Policy discussion and opportunities

Cambodia’s care policy landscape as it relates to unpaid care work, cultural practice and gender
norms, highlights both progress and gaps. Cambodia care related policies and implementation
are deeply rooted and interconnected with the country’s cultural values and believes which can
affect care givers condition in various ways.

First of all, care, in Cambodia, is family-centric. So, most of the care related policy as describe in
previous sessions are likely to focus on family-based intervention including childcare (Murage,
2019), elderly care (Royal Government of Cambodia, 2017) and care for people with



disability(Royal Government of Cambodia, 2024) . This holds significant positive impact to the
whole care provision discourse and care givers. The approach can improve health outcome
(Dalvand et al., 2014), better emotional support, lead to economic efficiency and strengthen
family and community tie. The family-centric care approach also improves the quality of life for
caregivers. When families are place at the center of care provision, resources include financial
support, trainings and emotional support are channel to the family, potentially, also benefiting
the care giver in the family. This has evinced in various policies mention in the earlier session
including social assistant family package under the social protection law, action plan for national
aging policy and National disability strategic plan.

However, policies predominantly accommodate existing social and cultural norms can reproduce
the biased cultural and gender norm rather than actively seeking to transform them. This means
it can potentially accommodate complex inequal dynamic and discriminatory values and practices
instead of actively creating new equitable norm around unpaid care works. While culturally
sensitive law and policy such as the recognition in the constitution of unpaid care work performed
by women and the consideration of maternal support and protection in the labor law seems to
take care of women in their unpaid care role within household, it is base on deeply engraved
patriarchal value and do not fully challenge gendered expectations of caregiving or promote
equitable redistribution of care labor between men and women. To further worsen, such policy
will also reenforce the gender gap. For instance, the notion within labor law which place attention
on maternity leave but not on paternity leave, strengthen the childcare responsibility among
women and systemically discourage redistribution of the childcare burden between parents.
Similarly, this cultural expectation around elderly care which encourage family tie and reciprocal
care has been further institutionalized in Cambodia’s legal framework. Article 47 of the
Constitution of the Kingdom of Cambodia explicitly states: “Children shall have the duty to take
good care of their elderly mother and father according to Khmer traditions” (Constitution of the
Kingdom of Cambodia, 1993) . This high-level policy and norm translate into intergenerational
caregiving arrangements, where elderly parents often reside with their children or are financially
supported by them, especially in rural areas. Such arrangements are viewed as both a familial
obligation and a social safeguard in the absence of formal elder care services (HelpAge
International, 2020)

Relation to this, the family-centric approach to caregiving, while beneficial in many respects, can
also inadvertently place an additional burden on family caregivers within the household if there
is lack of support and without proper transformative approach. As the it emphasizes the role of
family members in providing care, it can potentially neglect the importance of external services
providers and formal systemic support from the state or private actors. When the investment and
focus are not efficiently place on state-base or privately-own care services and facilities, there is
limited of care options and sources. Thus, the responsibilities of caregiving are largely and



unceasingly thrust upon primary care givers within the family, usually women and girls. The
emphasis on family-centric care can also lead to a reduction in the utilization of professional
caregiving services, which can provide essential and high-quality professional care support and
relieve some of the burdens placed on family members. For instance, due to the cultural and
religious believes on elderly care, caregivers often feel guilty to seek alternative care options while
there is resistance to develop state-base elderly care center perpetuate the cycle of care burden
and limited professional care.

There for, the absence of explicitly gender-transformative mechanisms and unconventional
approach to care limits the potential of care-related policies to close gender gaps and reduce the
mental and physical burdens associated with unpaid care work.

Based on the analysis on cultural practices, and gender norms in relation to unpaid care work at
household level, a few opportunities can be identified to enhance the effectiveness and equity of
care-related policies. One important aspect is the focus of the policy should also aim to transform
gender norms around caregiving. This could include promoting shared parental role and equal
incentive for both parents which should be reflected within laws and policies. In the meantime,
also review and amend existing legal framework which is sound embedding the bias social norm
and reinforcing inequality of care work distribution. Another aspect is to address biased and/or
harmful cultural norm while recreate cultural narrative to promote inclusive care and equal care
works. This can be done, for instance, by creating public awareness campaigns that challenge
existing cultural and gender norm surrounding caregiving, promoting the value of shared
responsibilities and the importance of care work as sustaining mechanism for society.

4.6 Case study

Case Study: Intergenerational Care Burden and Care Givers’ Systemic Vulnerability in Cambodia
(ID117)

This case study examines the lived experiences of a multi-generational household in Cambodia, a
65-year-old woman with no formal education and limited literacy living in a province. Having lost
her parents during the Khmer Rouge regime, IDI17’s life trajectory has been shaped by long-term
structural vulnerability, which continues to affect her present circumstances.

IDI17 currently resides in conditions of severe economic hardship, with no stable income and
limited access to formal social protection. She relies intermittently on small financial
contributions from her children and informal support networks, including neighbors and local
markets. At times, she is unable to secure sufficient food and reports experiencing periods of
hunger. Her daily life is further marked by social withdrawal, feelings of shame related to poverty,
and a lack of confidence in engaging with local authorities to access assistance programs such as
poverty identification schemes.



The household is characterized by significant intergenerational dependency. Despite being at a
senior age herself, IDI17 is responsible for the care of her three young grandchildren—aged 10
years, 8 years, and 2 months—while simultaneously facing acute financial instability. Despite
efforts to seek income-generating opportunities, caregiving responsibilities significantly constrain
her participation in paid work. She has the opportunity for some casual work in the village but
her role as her grandchildren primary carer would not allow her to cease the job opportunity. As
a result, the household remains reliant on irregular remittances from her children working at the
factory in Phnom Penh, as well as informal borrowing.

The family is also burdened by substantial debt, estimated at approximately USD 10,000, with
risks of asset loss, including their home. Financial pressures are compounded by unstable
employment among contributing family members, some of whom earn low wages in factory work
and struggle to meet repayment obligations. These constraints further limit the household’s
capacity to meet basic needs and invest in children’s well-being.

Care responsibilities within the household are intensive and continuous. IDI17, even at a senior
age play role as a primary caregiver. She reports significant physical and emotional strain
associated with caring for an infant alongside two older children, including sleep deprivation and
persistent stress. This reflects a pattern of unmet care need among older persons who continue
to contribute to caregiving activities.

Access to formal support mechanisms remains inconsistent. Although poverty-targeted
assistance programs exist, IDI17 has not successfully obtained a poverty card, reportedly due to
administrative barriers, lack of information, and reluctance to engage with local authorities. This
exclusion limits the household’s eligibility for state-provided benefits such as cash transfers or
food assistance.

The cumulative effect of these conditions is a layered and interdependent care structure, where
caregiving responsibilities are distributed across household members regardless of age or
capacity. This arrangement places considerable strain on both primary and secondary caregivers,
while also leaving care needs partially unmet. The case highlights how poverty, debt, gendered
expectations, and limited access to social protection intersect to produce sustained hardship at
the household level.

Overall, this case illustrates the complexity of unpaid care dynamics in low-income Cambodian
households, where care roles are fluid, resources are constrained, and individuals simultaneously
navigate being both caregivers and care recipients under conditions of chronic vulnerability.



5. Recommendations

5.1 Policy recommendation

Financial and social protection

Establish targeted cash transfer programs specifically for unpaid caregivers to alleviate
immediate financial pressures. This would help alleviate financial pressures, particularly
in rural communities where caregiving responsibilities are often overwhelming, but need
to be cautiously develop withing Cambodia socioeconomic condition.

Develop community-based care networks by supporting the establishment of community
care networks that provide shared caregiving resources, allowing caregivers to collaborate
and support each other in managing care responsibilities.

Establish microfinance initiatives that provide caregivers with access to small loans or
grants to start or expand home-based enterprises. This financial support can empower
caregivers to pursue income-generating activities that fit within their caregiving roles.

Offer training on entrepreneurship and business management to help caregivers develop
sustainable income-generating activities, particularly in agriculture and handicrafts.

Ensure that caregiving is recognized within national economic policies and social
protection frameworks. This includes integrating comprehensive and holistic caregiving
considerations into labor laws, social security systems, and economic planning.

Review social security systems to seek for protentional initiative to include provisions for
caregivers which can to ensure their long-term financial security and access to necessary
services.

Create or build in existing mechanisms for emergency financial assistance for caregivers
facing unexpected financial hardships, such as medical emergencies or sudden loss of
income, to prevent them from falling into poverty.

Health and social services

Within existing financial assistance program specifically financial incentivize unpaid
caregivers within the household, providing stipends or subsidies that recognize their
essential contributions to family care and cover financial lost and trade off due to unpaid
care work.

Increase the number of local health clinics and/or mobile health units in underserved
areas of Cambodia to improve access to healthcare. This would make it easier for



caregivers to seek treatment without incurring high transportation costs, as many
caregivers report neglecting their health due to geographical barriers.

e Promote and strengthen community-based mental health programs which includes
developing accessible mental health initiatives tailored for caregivers addressing the
emotional and psychological burdens.

e Provide capacity development for community support workers and train local community
members on psychological first aid to recognize signs of mental health issues among
caregivers and provide initial support or referrals, fostering a supportive community
environment that encourages caregivers to seek help.

o Create respite care options by establishing community-based respite care programs. This
may include community respite care network or home base care that allows caregivers to
take breaks from their responsibilities. Financial incentives should also include the support
for utilization of these services.

e Expand the coverage and investment on childcare services either through state or
private investment with subsidize to ensure affordability. This involves effort to
strengthen state-private collaboration for better coverage, quality and affordable care
services.

e Promote community-based childcare services and close the childcare gaps between the
gap of 3month to 3 years old while expanding the length of hours for childcare service
during the day.

e Increase availability of specialized community services for elderly and disabled care
either through mobile services or regular community outreach services.

e Launch public awareness campaigns for the public on the value of unpaid caregiving in
Cambodia and the socioeconomic incentives available to support caregivers which can
encourage families to utilize available resources and prioritize their health as well as that
of their dependents.

o Offer training programs focused on effective caregiving strategies, stress management,
and self-care techniques. This can empower caregivers with knowledge and skills that can
improve their well-being and the quality of care they provide as well as opportunity for
more professional works.

Education and Training

e Employ community-based and home-based learning options by investing in training
programs that are delivered in community settings or through home-based modalities.



Adopt flexible scheduling by implementing training sessions that accommodate
caregivers’ schedules, including evening and weekend classes, to minimize conflicts with
caregiving responsibilities.

Initiate dual-purpose training programs by design training programs that combine
caregiving skills with vocational training, such as health and nutrition alongside small
business management or craft skills. This integrated approach would equip caregivers with
practical skills relevant to their dual roles and enhance their income-generating potential.

Ensure that training curricula include practical, context-specific competencies that
caregiver’s express interest in, such as positive parenting techniques, basic healthcare for
children, and elderly care practices. This will enhance the quality of care provided while
simultaneously preparing caregivers for care related income-generating activities.

Provide childcare support during training sessions to alleviate the burden on caregivers.
Establish partnerships with local organizations to provide safe and reliable childcare
options, enabling caregivers to focus on their training without worrying about their
dependents.

Launch outreach strategies to improve awareness of available education and training
opportunities such TVET program, particularly among caregivers. This can involve
community meetings, local media campaigns, and collaboration with community leaders
to ensure caregivers are informed about their options.

Utilize technology for information sharing by leveraging mobile technology and social
media platforms to disseminate information about training programs, schedules, and
resources available to caregivers, ensuring that information is easily accessible.

Ensure supportive training environment by engaging ensure that trainers and program
organizers are trained to understand the unique challenges faced by caregivers and
develop modular courses that allow caregivers to learn at their own pace and select
modules that fit their current responsibilities and interests, thus reducing the pressure to
complete a full program at once.

Formal Recognition of Caregiving

Accelerate the development and/or adoption of care framework and related policies that
formally recognize unpaid caregiving as a legitimate form of labor with economic and
social value. This recognition should be reflected in both public discourse and policy
frameworks, highlighting the contributions of caregivers—predominantly women—to
household welfare and the wider economy.



Lauch public awareness campaigns which engage men and boys in care conversations.
Specifically target male partners and family members in awareness initiatives to foster
understanding of the value of women's contributions at home and reshape attitudes and
encourage shared responsibilities in caregiving.

Establish peer support groups within communities where caregivers can share
experiences and receive emotional support. These groups can provide a safe space for
caregivers to express their challenges and seek advice.

Introduce structured community engagement in respite care which involve community
members in providing respite support, creating networks where neighbors can assist each
other with caregiving tasks. This fosters a sense of community and reduces isolation.

Create inclusive community spaces by establishing community centers that provide safe
and welcoming environments for caregivers to engage with others. These spaces should
offer resources, workshops, and activities that encourage social interaction and
participation.

Ensure caregivers’ participation in community decision making by creating specific
community space physical or virtual to allow community information sharing and
consultation with caregivers. This can enhance their social capital and strengthen their
connection to the community, allowing them to advocate for their needs and those of
their dependents.

Employment and work-life balance

Formalize flexible work arrangements which include developing labor market policies that
institutionalize flexible work options, such as remote work, adjustable hours, and part-
time arrangements, within formal employment structures. This will ensure that caregivers
can manage their caregiving responsibilities while maintaining job security, stable income,
and access to benefits.

Promote family-friendly workplace that encourage employers to adopt family-friendly
policies that support caregivers, such as paid family leave, childcare support, and the
ability to take time off for caregiving duties without penalty.

Implement structured return-to-work initiatives that assist caregivers in transitioning back
into the workforce after a period of absence due to caregiving role. These programs can
comprise of job placement services, skills assessments, tailored training to refresh and
upgrade their skills as well as psychological support for confidence building.

Strengthen care sensitive and gender transformative technical and vocational education
and training (TVET) program which offer flexible training schedules and delivery setting



such as online learning options (if feasible) that accommodate caregivers’ time
constraints.

Mobilize support for policies that extend social protection benefits, including health
insurance, pensions, and unemployment benefits, to caregivers engaged in informal or
part-time work.

Introduce incentives for employers, enterprise, corporation that implement care-friendly
policies, such as formal acknowledgement, tax breaks or subsidies.

Launch campaigns to raise awareness about the importance of caregiver contributions
and the need for flexible work arrangements. These campaigns should target employers,
policymakers, and the general public to foster a more supportive environment for
caregivers.

Work with community leaders and organizations to promote the value of caregiving and
advocate for equitable work-life balance policies that benefit caregivers, particularly
women who are disproportionately affected.

Cultural expectation and gender norms

Review existing law and policy which rigidly embedded and reenforce gender roles around
care works

Adopt care-based circular economy with gender transformative approach which integrate
ecological sustainability with social care recognizing, valuing and redistributing unpaid
care work and promote gender transformative shared care responsibility

Integrate recognition of unpaid care work into national policies and social protection
measures. This includes acknowledging caregiving in economic assessments, thereby
elevating its perceived value in the public discourse.

Launch nationwide campaigns to raise awareness about the value of unpaid caregiving
and challenge traditional gender norms. These campaigns should aim to educate both
men and women on the importance of shared caregiving responsibilities and the need to
recognize care work as legitimate labor.

Collaborate with local leaders, religious institutions, and community organizations to
promote discussions around gender roles and caregiving. Engaging influential figures can
help shift perceptions and encourage community-wide support for gender equity in
caregiving.

Develop innovative unconventional programs that encourage men to take on more active
caregiving roles, framing their involvement as essential rather than optional. This can



include workshops that emphasize the emotional and social benefits of shared caregiving
for both partners and children and discussion around health masculinity.

Integrate GBV awareness into care programs which recognize the intersection between
caregiving responsibilities and GBV by incorporating GBV prevention strategies into
caregiving support programs. This can include training caregivers on identifying and
addressing abusive behaviors and providing resources for those affected by GBV.

Enhance access to support services and strengthen referral system for women facing
domestic violence. This includes awareness raising on GBV services among unpaid care
givers especially women.

Organize event and workshops that facilitate discussions among family members about
caregiving roles and responsibilities.

Create and encourage community dialogue that help break down traditional norms and
promote a more balanced approach to caregiving across generations.

5.2 Future Research Recommendation

Evaluate different financial incentive models for unpaid caregivers and their impact on
household wellbeing

Conduct impact assessments of psychosocial support programs and recognition initiatives
on caregiver mental health

In-depth examination on the impact of traditional and social gathering on psychosocial
well-being among older caregivers

Investigating mental load and supervisory care among caregivers in Cambodian changing
context

Research on career trajectories and work-life balance of caregivers in formal and informal
sectors

Investigate gender dynamics in caregiving, exploring social norms and policy effectiveness
in promoting equality.

Gender analysis on unpaid care giving roles in relation to gender based violence in
domestic sphere within Cambodia context

Examine relation between unpaid care work and paid work connection for female
caregivers



e Assess men and women understanding on weaponizing incompetent and mental load
around care work performance withing household
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Annex 3: Post-interview information sheet
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Annex 4: Semi-structure In-depth Interview questionnaire
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Annex 5: Semi-structure Key Informant Interview questionnaire
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