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Abstract

This thesis aims to explain why there is a higlelef unmet need for contraception
in Cambodia - a country where effective methodsbioth control are cheaply
available and morally acceptable. The researchgdetakes a mixed methods
approach, initially using data from the Cambodianidgraphic and Health Surveys
of 2000 and 2005 to assess trends in contraceptsee Multivariate logistic
regression is used to analyse factors associatéid, Wistly, unmet need, and
secondly, use of traditional contraceptive methodse likelihood of having an
unmet need for contraception increased as educandnwealth levels decreased;
urban or rural residence had no significant effeldwever, the likelihood of using
traditional methods, rather than modern methodseased as education and wealth
increased. Taking these findings and the questlmgraise as a departure point, 21
months of ethnographic fieldwork was conducted ne arban and one rural site in
Northwest Cambodia between 2008 and 2010.

The study looks at women’s and men’s reproducte@sion making with a focus on
their experiences of and meanings given to conptame situating these

understandings within the broader social contegarfef side effects, stemming from
both contraceptive experiences and notions of headtl the body, was found to be
the greatest obstacle to use of modern contra@ptivhis related more broadly to
the pluralistic medical systems operating simultarséy and the varying levels of
medicalization and trust in both biomedicine and thambodian health system.
Behaviour that seemed counter-intuitive at the eiutsnot wanting to become
pregnant but not using contraception, and wealtdycated women choosing
traditional over modern methods — becomes undetatde in light of the context

and meanings highlighted by the ethnographic dBbté thesis provides a unique
empirical study which contributes to the emerginigldf of anthropological

demography. By bringing approaches and methods featical anthropology to the
typically demographic phenomenon of unmet needsthdy provides a new insight
for social policies regarding reproductive healthwaell as contributing to the body

of ethnographic literature on Cambodia.
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Chapter 1

Chapter 1

Introduction

The global diffusion of contraception has been mawkable feature of the late 20
Century. In developing countries contraceptive plernce has risen from just a few
percentage points in the 1950s to 61% in 2010 (Erah 2012). As one of the four key
proximate determinants of fertility, contraceptioalong with marriage, breast feeding
and induced abortion - directly affects fertiligvkels and trends (Bongaarts 1978). While
debate continues regarding the extent to which rebdefertility declines can be
attributed to family planning programmes, eviderslgows that family planning
interventions can undoubtedly accelerate fertiirgnsitions (Cleland & Wilson 1987;
Tsui 2001; Bongaartst al. 2012).As well as affecting demographic trends at the macr
level, contraception also has a profound impathatmicro level, with implications for
social relationships between men and women (Ru&s&hompson 2000). The option
to separate sex from conception and to controlofegtility effectively is now available
to millions of women and men. However, surveys iastly reveal large numbers of
sexually active women who, despite their expresgisties to avoid pregnancy, do not

use contraception.

The apparent discrepancy between women’s statedesle® avoid or postpone
childbearing and their non-use of contraceptioansapsulated in the concept of unmet
need for contraception. The measure of unmet needcdntraception has been
fundamental to international family planning pragraes since the 1960s, and it
continues to be used as the key measure for cagtaational and regional levels of
programmatic success (Sedghal. 2007). Whilst unmet need can often be due to lack
of knowledge or access to contraceptives, this aspaot to be the explanation in
Cambodia. Despite apparently high levels of knog#ednd the availability of a wide

13



Chapter 1

choice of contraceptive methods, Cambodia has ihleest level of unmet need for
contraception in Southeast Asia (Sedghal. 2007). The primary objective of this
research is to determine the factors that explamtraceptive behaviour in Cambodia,
and in particular, the reasons for the high unnestdnfor contraception. This research
assesses the level and distribution of unmet ne€@ambodia, and explores the complex
socio-cultural processes underlying this singleuriggindex. | use an ethnographic
approach in order to understand the causes, miotngatexplanations and consequences
of unmet need from an emic perspective. Contrageps a global phenomenon which
takes on local interpretations, resulting in diier patterns of use. Countries vary
hugely in terms of the proportion that specific hoets offer to the country’s overall
contraceptive coverage (Sullivaet al. 2006): this thesis will explore the pattern of
contraceptive use in Cambodia, examining the siratand cultural factors that explain

Cambodia’s family planning story since the 1970s.

Defining and measuring unmet need

Since the initiation of the international familyaphing movement there have been
historical shifts in its orientation. The movemewin be traced to the early 1900s in
Europe and the United States, but it was not uha&l 1960s that it became a global
social movement with multiple governments adoptpapulation policies supporting
family planning (Donaldson & Tsui 1990). India wtae first country to adopt a national
population policy in 1951, and other Asian courgtriellowed in the early 1960s (Tsui
2001). An earlier focus on demographic targets armmentives was criticised by
women’s organisations for contributing to coergpregrammes at the landmark United
Nations (UN) International Conference on Populatod Development in Cairo (ICPD)
in 1994; programmes such as China’s ‘one childggblnd India’s ‘emergency period’
in the 1970s (Sen 1995; Sen 1997). The 1994 cardershifted the agenda to a much
broader, holistic approach, incorporating notiohsexual and reproductive health with

a focus on individuals’ rights to services and infation (Cohen & Richards 1994).

14



Chapter 1

Within this changing agenda, unmet need has remaiastral as a crucial point linking
demographic goals with individuals’ rights and a®s (Sindinget al. 1994). In the
context of the Millennium Development Goals (MDG®productive health and family
planning are recognised by the UN as being ess$dntidne realisation of these goals
(Sedghet al. 2007:7; Bernstein & Hansen 2006: 23-24), partidulMDG Goal 5
Improve Maternal Health. This was reiterated at\Werld Summit in 2005 (Bernstein
& Hansen 2006: 23-24) and the then UN Secretarye@tnrecommended adding
universal access to reproductive health servicéisedDG monitoring framework (UN
2006, cited in Sedghkt al. 2007:7). Following this, unmet need for contracaptivas
recommended as the indicator for universal accesseproductive health by the
Interagency and Expert Group on MDG Indicators ¢Best al. 2007:7). While family
planning dropped down the list of priorities in lggd health from the mid-1990s,
funding declined (Clelandt al. 2006; Bongaartst al.2012). However, there appears to
have been a turnaround in this neglect of famifnplng with recent attention aimed at
bringing it back to the forefront of the internatad development agenda (Shiffman &
Quissell 2012). This growing wave of internatiosapport was recently galvanised at
the London Family Planning Summit in July 2012, wehelonor and developing
countries, international agencies, civil societynd athe private sector pledged
commitments to provide contraceptives to an addtiol20 million women in

developing countries by 2020 (Yametyal.2012 ).

Since the 1960s some measure of unmet need hadchémnated from large-scale,
sample surveys throughout the developing world (Bamts and Bruce 1995). It has
been under continuous revision ever since. Theyeadrveys of contraceptive
knowledge attitudes, and practices (KAP) pointeditgap between women’s fertility
intentions and their contraceptive use: the “KAR gidBradleyet al. 2012). The term

“‘unmet need” first appeared in the family plannititerature in 1970s and was
calculated as the percentage of married women m@mid more children but not using
contraception, out of all married women (Bradktyal. 2012). This simple definition

ignored women in need of contraception for spadbimnips, as it only considered women

wanting to limit births (Westoff 1978). It was showhat different definitions of unmet
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need resulted in estimates that were vastly dififief@/estoff & Pebbly 1981). There is a
large body of literature covering these definitiod@bates which span over four decades
and offer upwards of a dozen definitions (Bongaat®91). Bongaarts (1991)
summarizes the key shortcomings of earlier de@ingi which the later ones avoided:
firstly, women in need of contraceptives for spgchbirths (as well as limiting births)
were included; and secondly, women not using coep@on because they were
pregnant or infecund at the time of the survey wexeluded. Determining which
women were infecund (and therefore deemed not v ha need” for contraception)
proved to be complicated, and accounts for manyhefsubsequent changes to the

calculation (Bradlewt al.2012).

The data used to calculate unmet need came ofigiinam the World Fertility Surveys
(WFS) and the Contraceptive Prevalence Surveys XC&® now come from the
Demographic and Health Surveys (DHS). As the catauis have altered to capture
more accurately the changing definitions of thecemt, and to take into account new
information collected in the increasingly long qu@snaires of the DHS, the
calculations have become increasingly complicatéde most recent refinement
attempts to reduce this complexity and make it iptsgo calculate a standardised
measure for all DHS surveys. | do not attempt toeng the details of these technical
changes here as they are covered extensively iieBrat al. (2012). After numerous
refinements the following definition has come todoeepted as the standard measure of
unmet need for contraception to be used in caloglathe algorithm. A woman is

considered to have an unmet need for contracefftion

she is of reproductive age (15-49)
she is married, in a union or sexually active

she is fecund

o O o o

she does not want a child in the next two years

16
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o she is not using any form of contraception, eitneditional or moderh(NIS &
ORC Macro 2001: 228)

There are several important limitations of thisitiébn, however. These include: a lack
of acknowledgement of men’s unmet need and roldeicision-making (Ngom 1997,
Becker 1999; Bankole & Ezeh 1999); the ‘need’ isilaited to women by analysts,
rather than women themselves stating they haveed (Bixon-Mueller & Germain
1992); an emphasis on contraceptive acceptors abihnes aspects of family planning
programmes, and satisfaction such as quality &f oamethod choice (Jain 1989, 1999:
Bruce 1990; Pariargt al. 1991; Dixon-Mueller & Germain 1992).

In developing countries more than 120 million woméro are married or in a union are
estimated to have an unmet need for contraceptithZ011¥. A recent assessment of
unmet need analysed surveys from 53 countries,lynoshducted between 2000 and
2005 and found that 1 in 7 married women and 13méver-married women have an
unmet need for family planning (Sedgh al. 2007). Regional averages ranged from
24% of married women in Sub-Saharan Africa to 1@1@ South and Southeast Asia,
North and West Africa, and Latin America and therilzean (Sedglet al. 2007).
Country levels for this period ranged from 5% ireiiam to 38% in Rwanda (Sedgh
al. 2007).

The potential health benefits of reducing unmetdnfee contraception are immense, as
it would mean a decrease in unintended pregnandiesording to the WHO 1 in 5
pregnancies ends in abortion (42 million in 20G8most half of those abortions are

! Modern methods include male and female steriisatinjectable and oral contraceptives, implants,
condoms, diaphragms, inter-uterine devices (IlUDg) ether methods which need to be supplied to the
user. Traditional methods include periodic abstieenvithdrawal and lactational amenorrhoea.

2 . -
Pregnant or amenorrhoeic women who reported theguor most recent pregnancy was mistimed or
unwanted are also counted as having an unmet oeedfftraception.

*This figure includes unmarried women. Unless otligewstated all other figures are for married or
cohabiting women only.

17
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conducted outside the national legal frameworks W2D07:1; Guttmacher Institute
2007). It is estimated that 20 million unsafe aiomg’ were performed in 2003, and
66,500 maternal deaths occurred due to unsafeiab®itor 13% of all maternal deaths
globally) (WHO 2007:17). Many, although not all, tifese deaths could have been
prevented had women had access to modern contrazemthods (Grimest al. 2006).

In countries with high levels of maternal mortalifyregnancies carried to term also
carry a considerable risk. Recent estimates ofrtagernal mortality ratio in developing
regions was placed at 450 maternal deaths per QG births in 2005, and can be
substantially higher in certain populations, inrlstaontrast to developed regions (9
maternal deaths per 100,000 live births) (Wet&l.2007). Millions of women exposed
to such risks did not intend to become pregnarianinand child health and survival
would also see improvements if unmet need was exfjumostly as a result of longer
birth intervals (Clelanet al. 2006). Beyond the health benefits that could teeaed if
those unintended pregnancies were reduced, theee otiner gains. Through
contraception women can become empowered to chebsther and when to become
pregnant. At the national level benefits stem friavering the burden of population
growth, which can hinder governments’ attempts tovigle infrastructure and social
services, such as education and health care, inrdgaurce settings. Family planning
has been shown to be a cost-effective way to recameerty, improve women'’s
empowerment, increase education, and enhance amartal sustainability (Clelaret
al. 2006). Despite these benefits, contraception nmesna highly politicised and
controversial matter (Horton 2006; Shiffman & Qei2012). Having looked at the
definitional debates and levels of unmet need, thedbenefits of reducing the unmet
need for contraception, the following section tuatention to what is already known

about contraceptive use in Cambodia.

“The WHO defines unsafe abortion as a proceduréefoninating an unintended pregnancy carried out
either by persons lacking the necessary skillsnoan environment that does not conform to minimal
medical standards, or both (WHO 2007:1).
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Prior research on contraceptive use in Cambodia

The few studies that have focused their attentioantraceptive use in Cambodia have
been insufficient to fully explain and understandnttaceptive use patterns in
Cambodia. After discussing these studies, | witlu® on how my study builds on but
also differs from these analyses. These and ottuelies will be considered in later

chapters of this thesis where they become relaenaneference to my findings.

Health concerns and fear of side-effects are regéatited as reasons for not using or
discontinuing with contraceptives, both in studemducted in Cambodia (Chap &
Escoffier 1996; Sadana & Snow 1999; Sisokheinal. 2001; Samandari & O’Connell
2011) and with Cambodians in the US (Kulig 1988) anKhao Phlu refugee camp in
Thailand in the 1990s (Morrison 2000). Sadana amamh§1999) used focus groups with
poor urban and rural women to investigate percaptaf modern contraceptives and the
specific attributes that women liked and dislik@dthey found high importance was
placed on the effectiveness of methods, weight gais viewed positively, secrecy from
partners was not a priority and nor was a swifunretto fecundity. Reports of side-
effects were common and there was much individaahtion between side-effects and
each method (Sadana & Snow 1999). These findingkedlaup those of Chap and
Escoffier (1996), who used semi-structured intemgiavith married reproductive aged
women in an urban and a peri-urban setting in Catahan order to gain understanding
of Cambodian women’s perceptions of contraceptiwh the factors that influence their
choice of methodsRespondents placed importance on health concedhside-effects
of methods, assessing the ‘fit’ of a particular Imoek for a particular individual (Chap &
Escoffier 1996).

Cultural perceptions of the body and fertility wdorind to differ significantly from

biomedical modefs with implications for women’s understanding of dariears

® In this thesis | use the term ‘biomedicine’ asHelman's definition: “It is the world-view of a

professional sub-culture, the medical professidf&lnan 1978: 134). That is, the “knowledge, pradijc

organisations, and social roles” (Helman 1978: ¥8dnd in Western medical systems, that constitute
view of what disease is and how it should be tckate
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surrounding contraception (Chap & Escoffier 199@)ese authors report that within a
theory of the body based on equilibrium of hot aoltl, hormonal contraceptives were
thought to cause over-heating, potentially dryihg wvomb and leading to sterility. A
study based on interviews amongst Khmer refugee emoin the United States also
found that women understood hormonal methods td& Wwgrinducing a state of hotness
in the body, and that a cold state was necessargofoception to occur (Kulig 1988).
The uterus was described an un-delineated spadgngriaae IUD an undesirable option
given that it was seen to pose the risk of tranglliaround the body, piercing organs.
Methods which interfere with regular menstruaticavé repeatedly been found to be
unpopular for Cambodia women, as having regular stneal bleeding is seen as
inherently healthy (Chap & Escoffier 1996; SadanaS&ow 1999; Sisokhonet al.
2001). Samandari and O’Connell (2011) investigatgfderiences and perceptions of
hormonal methods amongst rural and urban poor wousémy interviews and focus
group discussions. The study found that “rumors][sf myths and misconceptions
about side effects of hormonal contraceptives whegenain barriers to the use and were
wide-spread among all women” (Samandari & O’Coni2€l11:256). Rumours about
contraceptives were spread through women’s soeiavarks, mostly by their peers, but
also by elders and, in some cases husbands. Thersuteport that these rumours
created a fear of hormonal contraceptives whiclibitdd some non-users from starting
this method and triggered others to discontinug(8aeandari & O’Connell 2011:256).

The importance of social networks in diffusing ideabout contraception has been
evidenced in studies on numerous high and low irecoauntries (Bongaarts & Watkins
1996; Rutenberg & Watkins 1997; Kohler 1997; Momigoy & Casterline 1996).
Cambodia has proved no exception in this regar&pCGind Escoffier (1996) reported
that “the initial choice for using a method is oft@fluenced by relatives or friends who
have experienced positive effects of the methodsehb(Chap & Escoffier 1996; 14).
Samandaret al. (2010) also highlighted social networks as beirigcal in the diffusion

of negative perceptions of contraception. Samaisdé2010) doctoral thesis examined
contraceptive use in Cambodia and comprised twansaphich were subsequently
published: a qualitative study discussed above &pdari & O’Connell 2011); and a
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guantitative study (Samandaei al 2010). The latter used survey data collected from
poor, rural Cambodian women. It examined the infaee of an individual's social
network on contraceptive use, specifically the eftef husbands, peers and elders, and
how this varied for high and low parity women (defdl as those with at least three
children and those with less than three or nonpedas/ely). Some indicators of social
network influence were associated with increasedsoaf modern contraceptive use.
Results of multivariate regression found that tbdsoof contraceptive use increased for
those who stated their husbands supported contreeagpse, and conversely, the odds
decreased for women who stated feeling nervousustéag it with their husbands, and
for those who stated their husbands made the dieaision. The only indicator of peer
influence found to be significant was for women wagreed with the statement ‘most
couples you know have used a birth spacing methttu& increased the odds of
contraceptive use only for low parity women (th@gth less than 3 children or none).
Regarding elders, women who agreed that ‘if anreddgs not to use a birth spacing
method, you should not use it' had decreased ofidseo(Samandast al. 2010). These
results indicate that women’s contraceptive usmflsenced, to a degree, by those in
their social networks; however, there were onlyinaittd number of items used as
indicators of network members’ influence and ndt @l these were significant in

determining the odds of contraceptive use.

Following the HIV epidemic which became apparenCambodia in the 1990s a body
of literature emerged focusing on contraceptive (msainly condom use) amongst sex
workers and their clients (Het al. 2005; Morineatet al. 2011; Prybliski & Alto 1999;
Delvaux et al. 2003). These studies, and others on fishermerslf{{gset al. 2005;
Samnanget al. 2004), have drawn attention to the need for hgaltimotion campaigns
and the lack of reproductive health services preditbr groups with higher risk of HIV
infection. Unmarried young people have only regebten recognized in the literature
as a sexually active group in Cambodia, and a grmipcatered for through standard
reproductive health services (Tarr & Aggleton 199)ltural taboos on premarital sex
are strong, particularly for women, making it difflt for single youths to access

services. Sopheadt al. (2006) found that whilst consistent condom uséigiale sex
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workers was high (over 85% for most groups) it wagificantly less in casual sex
encounters, making these types of relationshipsnareasingly important bridge for

HIV transmission. Their findings pointed to mobjlibeing a strong determinant of
casual sex and therefore a risk factor for HIV srarssion (Sopheadt al. 2006). These

studies deal with specific sectors of the Cambogiapulation: female sex workers,
fishermen, and unmarried adolescents. My own sfadyses on women and men who
are married, or in a union like marriage, where tfstacles they face in accessing

services are somewhat different to those of vubilerar hidden populations.

My research goes beyond looking at how informatiad influence travelled around, to
examining more closely the meaning of that infoioratand influence; putting it into
context in order to understand why it is so salfentcontraceptive users and non-users.
In Samandari’'s (2010) study, where network membeee reported to hold negative
opinions on contraception, it was always to do vatimcerns for the woman’s health,
not contraceptiorper se or the notion of taking action to limit birthsn this way
Samandari’'s study and my own complement each other: study looking at the
diffusion of ideas spreading between members obrancunity and my study looking
more in depth at what those ideas are and why they such weight with potential

contraceptive users.

These few studies that have been conducted onaception in Cambodia have been
narrow in scope, and are based only on subsetsoofiew, such as women with
experience of modern contraception or poor womeny ksearch examines
contraception amongst married women and men widnge of diverse socio-economic
statuses — taking into account the perspectivggople with different characteristics, in
terms of wealth, education, residence, age, paitg,experience of contraception. None
of the previous studies collected data from mecépkon condom use) or contraceptive
providers; my thesis brings these perspectivesy Viele is known about non-users or
users of traditional methods or about richer wontlease groups are also included in my
study. The extant studies on contraceptive useamliddia lack depth because they fail

to place respondents’ comments into the cultural social context that gives them
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meaning; instead they often take women’s statemantiace value. This makes it
difficult to understand why respondents’ percepti@ne so relevant to them, that they
cause them to either avoid or discontinue usingamodontraception. Before ideas are
dismissed as ‘myths and rumours’, as other authave done, further investigation is
needed to fully understand those perceptions aadéhaviour that they influence. To
know the barriers to contraceptive use the livegheelence and world view of
Cambodian women and men needs to be taken intauaiccbhis is what my research

seeks to accomplish.

Research questions

The overarching research question that this theseks to answer is: what factors
explain contraceptive use in Cambodia? Within bisad question, secondary questions
address aspects of this and form the basis ofhésig chapters. What is the social
context of reproductive decision-making and corgpdiwe use? Why is unmet need for
contraception so high in Cambodia? How can we éxplae unexpected pattern of
traditional method use revealed in survey ddia% do perceptions of health, illness,
and the body influence contraceptive choice an® Wgbkat are the implications of the

findings of this study for policy and health promeotcommunication?

Structure of thesis

In Chapter 2 | discuss the methodology for thislgturhe chapter begins by outlining
the research design, the reasoning for using a dnmethods approach, and the
theoretical framework that guided the fieldwork tie first year of research | conducted
guantitative analysis of secondary data. Initiays was to gain an overview of
practices related to contraceptive use and reptvdubealth more generally, however,
the analysis began to raise further questions @fstirt that would require qualitative
research to answer. The early quantitative findialge pointed me to the direction of

the kinds of explanatory tools that would be usefuhe ethnographic research: they led
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me to draw on concepts from medical anthropologg &gy to approach the subject.
This was how | came to view the ‘problem’ of coetption through the lens of the
health system. | also address the fieldwork prodesselection of research sites, and

the specific methods used in data collection aradyars.

Chapter 3 presents the context of the study, pnogiéthnographic and demographic
background relevant to the themes addressed in dapters. Given how my initial

analysis of secondary data led me to consider ripoitance of studying the health
system to aid understanding of contraceptive usehnof this chapter is devoted to the
Cambodian health system. | look at the public amehfe sector provision of health care
services and the indigenous health cosmology floatmany if not most people in

Cambodia, forms the basis of their thinking aboedlth and illness. Chapter 3 finishes
with an examination of the history of family plangi policies and programmes in

Cambodia.

Chapter 4 explores fertility decision making, exaimg the particular patterns of
childbearing common in Cambodia. It looks at theyws&uctural and cultural factors
inhibit or encourage childbearing in certain circiamces, how expectations of kinship,
gender norms, and changing work opportunities eedatfertility. The chapter is built
around three aspects of childbearing; the numleder, and timing of children. Firstly,

| discuss the number of children deemed to be aldsirand the justifications offered by
different demographic groups. Secondly, | examireeway people discuss their desire
for a child of a particular gender, and the valpleeed on having sons and daughters in
a family. Finally, the timing of childbearing is d@ssed; | consider when and in what

social circumstances it is considered appropr@ateave a child.

Chapter 5 is concerned with contraceptive use aetifically the unmet need for

contraception. It begins with an exploration of gagterns of contraceptive use and how
this varies between demographic groups. The seemwldlarger part of the chapter
analyses unmet need for contraception both in terfrthe patterns and explanations.

Statistical analysis of survey data investigateschifiactors increase the likelihood of
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having unmet need. In seeking to explain those tijaéime results through ethnographic
findings, the chapter covers issues related tossceeethod and health related concerns,

and broader social obstacles to reducing unmet foeedntraception.

Chapter 6 focuses on traditional methods of coeption. Statistical analysis is
presented here to convey the patterns of use aneffiacts of factors such as education,
wealth and residence on the odds of traditionahoeuse. The results appear counter-
intuitive until placed into context. It becomes apmt that the relationship between
social class and differing notions of health is ampnt in explaining the pattern.
Through an analysis of the specific types of tiaddl methods of birth control, | place
each one into a local system of meaning that ¢amihate which methods are deemed
suitable or unsuitable. | discuss how differentaaptualisations of what constitutes a
healthy body interplay with structural factors toflience contraceptive decision
making. Trust in the health system, and in biomedicare found to be key in people’s

choices about whether and how to control theiilfigrt

Finally, Chapter 7 proves a conclusion to the thdsi this chapter | bring together the
findings from the substantive chapters in respdoste research questions set out in
chapter one. | highlight the implications of thadings for policy. The final sections

address the limitations of the study in terms é¢ripreting the results and the scope of

the research, and suggest some avenues for fesearch
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Chapter 2

Methodology

Following an introduction to the thesis and reseayaestion, this chapter explains the
methodology used to address those questions. Fhisnixed methods study and | begin
the chapter by discussing the research designudimg both the quantitative and
gualitative elements of the research and the thieatrdramework which guided data
collection and analysis. The second part of thepwhafocuses on the qualitative
fieldwork: | discuss the preparation and languagarriing. Here | introduce my
positionality in the research process (and thangfresearch assistant); throughout the
thesis | reflect on my position in the research rehelevant. In the third section of the
chapter | outline the choice of research site aardpding of research participants. The
final section discusses in detail the qualitativetimds used during fieldwork, that is,
participant observation and interviews, before egdiith a consideration of ethical

issues involved in the research.

Research design

The research design uses a mixed methods apprbaetwo types of research methods
were used chronologically. The first stage of thgearch involved quantitative analysis
of secondary data from the Cambodian Demograpldddealth Survey (CDHS). | used

the quantitative data to establish trends and mettin contraceptive use, and analyse
factors associated with those trends. This helpedet up the research problem by
showing the patterns of contraceptive use in Camabaghd it raised new research

guestions as unexpected findings were revealed qlibatitative analysis took place in
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the first year of the Ph.D. and fed into researghstjons (Chapterl) which were then
explored through the qualitative aspect of the agde The quantitative analysis also
helped to answer the research questions. The sestagd of research involved using
gualitative methods: | conducted ethnographic fiedk in Cambodia for a period of 21

months, including 9 months of language learning.

Throughout the thesis | have integrated the quaié and qualitative findings and

presented them in a way that is structured arodmed thematic focus, rather than

separating the findings into chapters based on riehods of analysis. | have

triangulated results to show where the two datacgsuconfirm or contradict each other,
and analysed the reasons for this. Whilst therezafieus possible strategies to combine
guantitative and qualitative research in one studgmployed a sequential approach,
with the second (qualitative) stage of the reseailalborating on and expanding the
findings of the first (quantitative) stage (Cresv&€02; Bryman 2008). What was learnt
in the earlier stage was integrated into the seatage; this is one of the ways mixed
methods studies have been used by social scieffistsn & Pearce 2006).

Quantitative research

The first component of this research project inedhsecondary data analysis conducted
on data from the Cambodian Demographic and Healtlreys (CDHS) of 2005. The
Demographic and Health Surveys are large scaleehols surveys conducted to gather
information on health and population topics. Oveé0 2DHS surveys have been
conducted in 74 countries since 1984 (Measure DBIRR The Cambodian DHS was
implemented or overseen by national ministries, hddies and USAID. The aim was to
collect a nationally representative sample of mah\@omen between the ages of 15-49.
The sampling frame used for the CDHS 2005 was tmeptete list of villages in the
1998 Cambodian General Population Census (the maosnht census) plus additional
villages not enumerated in the census. It usedatif@d sample selected in two stages.

During analysis, sample weights were applied to tle#a to account for the
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oversampling of small areas and urban areas. ietegsvwere conducted with 16,823
women and 7,229 men. The response rate was 98%ofoen and 93% for men (NIPH
et al. 2006). Further details of the quantitative methads presented alongside the
results and analysis in the relevant sections etltlesis — that is, Chapter 5 and Chapter
6.

The intention of this thesis was to capture a dmatpis time. The research design was to
use the two types of methods chronologically: fesploring contraceptive use through
the quantitative data, and secondly, using ethmbgralThe quantitative data set up the
research problem and raised new research questlunk the ethnographic stage set out
to explore and respond to. Since returning frortderk a new round of DHS survey
data has been made available: the Cambodian DHS 0% et al. 2011). The data for
this were collected between July 2010 and Januaty 2nd the data set was released in
October 2011. This data has not been analysedptird®r this thesis because the
statistical analysis included here was part of @mblogical research approach — using
survey data to raise questions that | then went itte field to answer using
ethnography. The statistical analysis includedis thesis was based on the most recent
DHS survey prior to the fieldwork. In the final gitar of the thesis (chapter 7) | present
a brief analysis of the DHS 2010 in order to commpahether, and in what ways, the
situation has changed from the DHS 2005 to the RBIR.

Qualitative research

For the second stage of this research project larag an ethnographic approach. By
this | mean long-term immersion in people’s evepydiges, using a combination of
methods (participant observation and interviews)] #gaking an iterative approach —
continually re-assessing my research strategy ag iméormation challenged or
supported tentative analyses and the appropricgefany techniques. A key advantage
to using this approach is its openness to new nmétion unknown at the outset of the

study. This makes it ideal for cross-cultural reskauch as this project where the world
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view held by participants differs substantially frahat of the researcher. One of the
major objectives of my research is to learn abdw phenomena of contraceptive
behaviours from the actors’ viewpoints, and toageuit within the context of everyday
life. That entails paying attention to a wide varieof matters that bear on the
phenomena, in order to better understand meaniagspns, norms, and attitudes
(Becker 1996). Conducting a long-term study withfedent methods allows for
triangulation of results (Denzin 1978), the abilityfollow up discrepancies (Becker and
Geer 1957), and an assessment of the relationshiywebn attitudes, norms and
behaviour (Atkinson & Coffey 2003). It is perhaje tbest approach for investigating
discrepancies between what people say and what dioeeya major advantage of
ethnography over other research strategies. Fuontiver this approach can lead the
researcher to be aware of important silences -estabjects which are off-limits in
certain contexts can be fruitful areas of invesiaggaand a clue to awkward areas of
society (Randall & Koppenhaver 2004). The extenited period allows observation of
changes over time (important for studying procég#)yte 1981).

One of the great strengths of ethnography andqggaatit observation is that the social
world is being studied in its ‘natural’ setting hetresearch can be carried out in ways
sensitive to the cultural context, rather thanartificial’ settings such as an experiment
or formal interview (Hammersley & Atkinson 2006:Becker 1996). However, | also
acknowledge that ethnography is a dialogical preeea social reality that takes shape
and is created in response to the presence ofeearcher (Pool 1994). A two-way
interaction between the researcher and researticipants mediates and constructs the
knowledge that is ‘collected’. There are large arefculture which cannot be simply
expressed or called up in discursive statements. Sidrt of knowledge is made present,
or represented, in action and performance (Fab®®®;1Pool 1994). Consequently, the
role of the ethnographer should be thought of mb¢ as an observer and questioner; he
or she is “a provider of occasions, a catalystb{ea 1990:6-7). The kinds of questions
ethnographers ask force or provoke the participentsink of their world in new ways;
tacit knowledge is asked to be made explicit (Baud. 977). The researcher cannot be

thought of as a detached observer (of the classitelographies); all researchers are
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situated by their own life experiences and attesuand hence attention should be paid
to the process of knowledge ‘production’, the posility of the researcher, and the
participants’ interpretation of the researcher'sjget (Abu-Lughod 1986; Rosaldo
1989).

The qualitative stage of this research involvediensive period of ethnographic
fieldwork from September 2008 to July 2010 in Sieeap, Northwest Cambodia. This
included long-term participant observation in bathurban area of Siem Reap town and
in a rural village around 30km from the town, andormal and semi-structured
interviews with residents of the two sites and shwerounding areas. For the first 9
months of fieldwork | concentrated on learning thémer language, while
simultaneously immersing myself in life in urbare®i Reap. At the end of 9 months |
divided my time between the urban and rural sitesally leaving the town on Monday
mornings and returning on Thursdays, unless acpdati event called me to the other
site off schedule. This schedule was insisted orthey provincial administration to
ensure my security. At the time | would have prefdrto spend longer periods in one
place, but in hindsight I think the structure wasful. For those months | spent my days

and evenings in the houses of a small number ofitzand visited many more.

In both sites | carried out participant observatiespecially with women, shopping and
hanging out in markets; attending rituals in thgqua and in people’s homes; going to
fortune tellers; accompanying people on trips ®dbctor, pharmacist and local healer;
helping out with farming, occasionally in the padfigids, or helping prepare food;

dancing in exercise classes; lots of cooking, gasgj eating or just hanging out in the
shop or food stall in front of our house. | wouddjularly try to bring the discussion onto
my research interests which preoccupied me thrautgho contraception, birth,

pregnancy, and reproductive health in general,elkas gender, marriage, relationships,
and about health and illness and the actions petole in the event of ill health.

Toward the second half of my fieldwork | focused megearch on conducting semi-
structured digitally-recorded interviews with reguative aged women and men. Here |

was able to concentrate on questions that had eahelgring the earlier stages of
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fieldwork. | also conducted semi-structured intews throughout the 12 months with
health care workers, pharmacists, traditional hhead@d midwives, and local religious

leaders.

Theoretical framework

Preliminary findings from analysis of the DHS daah,an early stage of this research,
and the review of the literature on contraceptionGambodia indicated that health
concerns were a dominant reason for women not usamfyaception in this context.
Furthermore, as family planning in Cambodia (arskwhere) is offered by the health
service it provides an example of medicalisatidrat tis “the movement of medical
interest and expertise into areas of life that weeviously outside the medical domain”
(Russell & Thompson 2000:14). This means that mEpmttitudes to the health care
services available to them can impact on their vedéwontraception; if health services
are viewed negatively, this can discourage useootraceptive services (Thompson
2000). In light of these factors, the directionre$earch focused, amongst other things,
on local understandings of health, illness andldbdy, and how such notions affect
contraceptive decision-making and use. | employathropological style of analysing

the health care system as a cultural system.

In contrast to a classic, formalistic view of a ltleaare system (which | discuss below),
I find Kleinman’s (1980) theoretical framework fanalysing health care systems as
cultural constructions a valuable conceptual tetdvant for studying contraception in
this context. He begins with the premise that alllth care activities are interconnected
and should therefore be studied holistically asciaty organized responses to disease
that constitute a special cultural system: higalth care systeéi{Kleinman 1980: 24).
This entails treating medicine as a cultural sysiethe same way as religion or kinship
have been: as “a system of symbolic meanings aadhior particular arrangements of
social institutions and patterns of interpersong&tractions” (Kleinman 1980: 24). The

health care system is made up of the followingrmetated aspects: categories and
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experiences of illness, as well as responses tanid the social institutions where
diagnosis and treatment are sought. It allows amalgf how actors think about their
health care, and how they act in and use the coemsrof the health care system. His
model views health care as a local cultural systénthree overlapping sectors: the

popular, the folk, and the professional sectorgifi¢han 1980).

Figure 1: Model of Local Health Care Systems (afteKleinman 1980: 50)
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The popular sectors the largest in any system, despite being thetlstudied or
understood. It consists of non-professional, nagesist knowledge and action. It is
within this nexus of individual, family, social matrk and community beliefs and
actions that ill-health is first defined and resged to. From this starting point people
decide whether an illness (or in this case, thetraoaptive side-effect) requires
treatment, when and who to consult, whether or tootomply with or to switch
treatments (or contraceptive methods), and howutlyg the quality of care and its
effectiveness. Treatment may stay within the reafhthe popular sector as people
undertake self-treatment or consult family or nbmirs for advice. Alternatively,
people move to one of the other two sectors whdferent sets of beliefs and values
about illness will be encountered and translateathEsector defines the sick person’s
role differently: the sick family member, the patieand the client. And each sector has
its own rules (and roles) for entry and exit; itgnoconception of illness — how iliness is
labelled, interpreted, and treated differs. Différmedical languages must be translated.
The process of translation is crucial for interaies between patients and healer, and for
the healing process itself. It is important to pant that much activity in the realm of
the popular sector is concerned with health maariea and illness prevention rather
than sickness treatment (Kleinman 1980).

The folk sectorcomprises the non-professional, non-bureaucragiecialist arena of
health care (Kleinman 1980). The sector frequerilyrs into the popular and
professional sectors, although the extent to whiokierlaps with the professional sector
varies cross-culturally. Much anthropological studf health care, until recently,
focused on this sector in isolation, and partidylan sacred healing. Such studies often
ignored secular folk healing practices - such abdlsm, bone setting, and massage, for
example - and the overlap between the secular arréd practices (Kleinman 1980). In
the field of reproductive health, the traditionaithb attendant (TBA) is a role well
studied in many developing country contexts. Sitite 1950s, TBAs have been
incorporated into development plans in many resopa@or settings; at different times
viewed as beneficial bridges between the populaimhthe national health system, and

at other times as proponents of harmful ideas aactipes (Pigg 1995; Hoban 2002).

33



Chapter 2

The professional sector consists of organised Imgaibfessions, which often means
modern biomedicine alone but may also include waksindigenous traditions which
have been professionalised. China has Chineseitrzalimedicine, India has Ayurvedic
medicine, and Galenic-Arabic medicine is found @me Muslim countries. Kleinman
calls for this sector to be studied in the same asyhe other two and advises it should
not be taken for granted that the scientific mddiadel has one way of operating. He
calls for investigation into thelinical reality: the “differences in the cognitive and
communicative processes, texture of relationshgrg] treatment styles” (Kleinman
1980: 55). This can show up the process of ‘indgjgan’, by which he means changes
that professional medicine undergoes as it is eated to a non-Western population.
Related to this is the idea of ‘popularisation’ w¢he concepts from the professional
realm alter as they spread though the popular s@<kinman 1980).

Kleinman’s model has the advantage of looking athkalth care system holistically,
which is an improvement on studies which take adown approach and view the
health care system as purely the professional ldarae sector. Alternatives to
Kleinman’s theoretical framework often begin withfferent definitions of what
constitutes a health systeBhatia & Mossialos (2004) offer a classical defomtof a
health system, which views it as “an organized reyeanent to provide promotive,
preventive, curative and rehabilitative services it® population using resources
allocated for that purpose” (Bhatia & Mossialos 20(0°7 after Basch 1999). Outside
anthropology, literature on health systems tendsseothis kind of concept of the health
system as a basis, i.e. as a formal network ofiEsyvorganised and regulated in a top-
down manner, encompassing the public and privat®isé-renk 1994). In non-Western
countries such as Cambodia this conceptualisatals to capture the reality as
experienced by the majority of the population. higkaccount only of the biomedical
sector, this view leaves out the traditional heaébtor, which can be (and in Cambodia,
is) the main viewpoint from which people orient#teir thoughts and actions regarding
their health (Ovesen & Trankell 2010). Because #pgproach to defining a health
system fails to capture the most common forms &edrtes of healing it provides an
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incomplete picture when looking at ways to improkealth care. It ignores the
ethnographic reality of how patients/people acfuedinceive of and deal with iliness.

The World Health Organization (WHO) offers a braaded more inclusive definition
of a health care system than Bhatia and Mossi&le84(), as including “all the activities
whose primary purpose is to promote, restore omtas health” (WHO 2000: 5).
However, in its analysis of 191 health systemsha WHO 2000 World Health Report
(WHO 2000) which ranked countries according to rtingalth systems’ performances,
the inclusive definition was reduced to capturihgee indicators: “(1) effectiveness of
health care (basically, medical care and publidthegrvices), (2) responsiveness of the
health care system to users of its health serviaed, (3) fairness in the system of
financing of health care” (Navarro 2002:31). (Coy&eHilsenrath (2002) have also
critiqued the WHO 2000 report on methodologicalugs). This utilisation of what
constitutes a health system is typical of much thepblicy literature which tends to
focus on performance and takes ‘the professionabseas the health system. What
such definitions fail to do is “compare and undamst health systems with respect to
their cultural context, values and institutions’ofRvin 2008:162).

Taking into account a holistic view of the healftstem, as Kleinman’s model does, is
also an advancement of the tendency in many me@italographic studies of non-
Western health care to focus on or overemphasmespiritual and moral aspects of
illness and healing at the expense of naturalgsiit practical behavioural aspects (Poole
1994; Morris 2011).

Preparation, language, fieldwork

The first time | visited Cambodia was with my matire2003. Like so many tourists we
had allotted just a few days to spend in Cambogiismarily to see the temples of
Angkor. | had been living in Vietnam for the prengsix months when my mother came
out for a holiday and insisted on seeing Angkor Wadid not know then, that five days

in Cambodia would not ‘be enough’. One of the fiégagmbodians | met was later to
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become my husband. Shortly after this visit | neéar to the UK to begin my
undergraduate degree in Anthropology. So sincendsption, my academic interest in

Cambodia has developed entwined with a very pefsotegiest.

Arriving in Siem Reap

Six years later | arrived at Siem Reap airport &gib 21 months of ethnographic
fieldwork. Greeted by my husband and in-laws, th&s not only a period of fieldwork
but settling into a new family, finding my feet mew roles as daughter—in-law, sister,
aunt, and of course, researcher. | knew that this mot going to be a strictly traditional
ethnographic fieldwork experience of access, imimarand exit strategies, and worried
how this would play out. Undoubtedly there were gnaadvantages to being an
‘outsider’ dropped immediately ‘inside’, surroundey a network of kin, with their own
lines of connections, friends and neighbours. Sonest | struggled to choose between
family obligations and research obligations, foample, whether to spend Khmer New
Year with my in-laws or in my field site. Thankfyl21 months brought two New Years,
but there were many other occasions to choose batw&lthough forging my own
identity as a researcher, for many people this masthe role ascribed to me, | was
Sophearn’s wife, or Yay Norb’s daughter-in-law. ©tiene of course | made my own
network of connections and put myself forward assearcher. At times | had to choose
between activities that | felt would be good for regearcher role but not for my family
role. Should I join the women in my house who gosdiand gambled over card games
every afternoon - undoubtedly an ideal opporturdy participant observation and
building rapport, but bringing the risk of settiagbad example to my impressionable
young sister-in-law, not to mention the shame topasents-in-law? Each decision had

to be weighed. | could not prioritise one role athbwere important aspects of my life.
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Language learning

During the first nine months of my fieldwork | cardrated on learning the Cambodian
language, Khmer, in both oral and written formsioPto this | had been studying
Khmer informally since my initial trip, and had spen total of around six months in
Cambodia on separate annual visits. In 2007 | daéera term of Khmer classes at
SOAS, to my knowledge the only UK Khmer course iruthe three years preceding my
fieldwork. Following this | arranged biweekly lessowith a native Khmer speaker in

the lead up to the commencement of fieldwork.

After researching other language learning oppotiesil decided the best option for
intensive study was to find suitable materials antbloy a language tutor. The five
volume course | settled on had been designed by$hBepartment of Defence, and the
material had a rather military weighting, but ivgane a good grounding in the basics.
To supplement this, | put together other materiiaatly related to my research interests,
including folk stories, books and magazine artidasreproductive health, religion and
other topics. | also practised by talking to as ynp@ople as possible. One-to-one tuition
had several advantages: | could study Khmer foiktiat my own pace and focus on
topics and material relevant to my research. Bainlg to be based in Siem Reap meant
that | was learning the dialect and accent of #raes province where | would be doing
fieldwork, and that | was able to begin the fieldlwat the same time as language
learning. The language learning continued throughbe fieldwork and beyond, as |
designed interview guides, questions, and transdribterviews. Nine months was not
enough to be completely fluent in Khmer, but on wipa general knowledge of
everyday topics | developed a specialist vocabuteryny research topic. My level of
attainment meant that | was capable of having ama®ns and conducting interviews
alone, asking for clarification where needed, lmunid it much harder to participate in

group discussions, where | not infrequently losttfiread of the conversation.

For a language teacher | needed someone with déughof knowledge in both Khmer

and English, preferably university educated, arfidrdéble on a Ph.D. student’s budget.
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| had contacted other researchers who had learnteiKifior advice and am confident |
could not have found a better teacher than myrsistaw, Phan Sotheavy, who was
mid-way through her undergraduate degree in Engliserature at the time. The
arrangement suited us both, and when the time ¢arfied a research assistant she was
my first choice. Working or socialising together shdays we became close friends. Her
perceptiveness, intelligence and willingness toagegn my research interests made her
an excellent informant. Her likeable nature madeaech participants warm to her and
this helped introduce and build bridges betweenethysd them. | think it also helped
that she was a Siem Reap native, born and raistiek inountryside, but having lived in
the town for the last 10 years she was a city g, During the fieldwork Sotheavy
worked as my research assistant on average thysep@a week, generally when there

was a particular ceremony to attend or interviewdoduct.

At times my level of Khmer held me back from gatpidata, particularly in the early
stages of the fieldwork (when | was reluctant tadwact key interviews until | was better
at Khmer). Building up a network of informants waslow process, held back by the
speed at which | could reach a level of linguistility to hold my own. Lack of total
fluency meant that at times | almost certainly missiuanced meanings in people’s
speech and non-verbal behaviour. To some extead kd rely on my research assistant
to point these out. Recording and transcribing#iating interviews with my research
assistant meant that we could spend time focusmghese subtleties. Being able to
speak Khmer also opened many doors, and allowetd piek up on issues that | would

have missed had | relied solely on a translator.

Research site selection

Why Siem Reap?

The research took place in two communities in Sieeap Province, north west

Cambodia; one an urban area of Siem Reap and tiee atvillage in the countryside
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surrounding Siem Reap. An important reason for @mng urban and rural
communities is the access to divergent livelihoads lifestyles, with the different
communities predominantly engaged in wage labodragriculture, respectively. Siem
Reap is in close proximity to the Angkor archaedalalbsite and attracts growing
numbers of international tourists each year. Iaisexus for regional economy and
transportation links, and is undergoing rapid semonomic change. Unlike
Cambodia’s capital, Phnom Penh, Siem Reap is f@ga conurbation, which made the
logistics of fieldwork in two sites manageable. Gaia is predominantly rural, only
20% live in urban locations (NIS & MOP 2009), wdtslow annual rate of urbanisation
of 3.25% between 2000 and 2005 (UN 2005). Therdfueerural site was important for
having relevance to the larger population, while timban site offered insight into the
effects of socio-economic circumstances which aeolming increasingly common.
Having my husband and in-laws resident in Siem Reap another reason | chose Siem
Reap, and | think my research benefited in manyswagm having them there, in

introducing me to Khmer culture and people, and agpport system.

Figure 2: Map of Cambodia (GADM 2013)
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Choosing sites

Cambodia is broken down into 4 administrative lsverovince, district, commune (or
Sangkatn urban areas), and village. Seeking data on Sp@admmunes in order to aid
my choice of field sites, | was given a databasectwysultants working on a poverty
alleviation project. The data had been collectegpp@$ of the Seila programme. The
Seila programme was instituted in 1996 by the Rdyavernment of Cambodia “to
institute decentralized systems and strategies doverty alleviation and good
governance at the provincial and commune leveldDC& CRDB 2012). The data
contained information by commune for the majority communes in Siem Reap
Province (for 2006); this allowed me to compareesptél field sites by wealth, distance
to health centre, and education, amongst othemgyshimn used these boundaries to
eliminate areas one by one. | had the followingrat@ristics in mind for choosing a
research site:
o Could I find the answers to my research questiorssich a place?
o Is it a roughly typical urban/rural place or isrdeasomething unusual about the
place, in terms of demography, life style, ecolagpgcio-economics?
0 How far is it from public/private health clinics?
o Is it logistically feasible, in terms of distan@afety, permission? Could | travel
there and back in a day and collect field data? Wikely to get permission to
sleep there?

The urban site was not a difficult choice — althowsgveral communes are officially
considered ‘urban’ there can be as much as 50%midlption who are rice farmers. Of
the two considered ‘central’ one of these cont#nesmajority of hotels and most of the
businesses cater to tourists and the expatriatencwrty. The other central commune,
which | will call Sambour Meas Commuheés less touristy and most businesses cater to
the Cambodian population. This is where | rentedoan with my husband in Daunchem

village for the duration of language learning amedivork. As the urban fieldwork

® | have anonymised the data using pseudonyms.ig Hiscussed below in the section entitled Ethical
considerations.
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progressed, the administrative boundaries seemeahtter less as | came into contact
with people whose networks spread all over town.irAthe rest of Siem Reap town,
many people work in the service industry that hasvg up around tourism, as drivers,
tour guides or in one of the numerous hotels datgants. Retail workers, public sector
workers, business owners and NGO workers are atsmmon. You can hear
construction from almost anywhere in the city. Ehés great diversity within each
neighbourhood in the commune; large detached houmslesxpensive four-wheel drive
cars parked outside can be next-door to zinc tnatsfltood every October at the end of

the rainy season.

For the rural site | eliminated areas, narrowingvddhe list of possibilities one by one.
Many districts were easily discounted due to distant would be unfeasible for my
research assistant to travel there and back irdagpeAlso they are so remote and poor,
the problems to do with health there seemed toigtarcte and poverty, which | think
would have left me unable to answer my researclstoprs. The Tonle Sap Lake, the
largest freshwater lake in Southeast Asia, ruledtioel area south of Siem Reap. As in
other parts of the world, the fisher communitieattlive on and around the lake have
their own culture, and | wanted to study a ricerfiimg community. Rice is the dominant
crop in Cambodia, where over 70% of people ownpmrate agricultural land (World
Bank 2009). | discounted the countryside to thetwdsSiem Reap as there is a
reproductive health clinic. Another RH clinic ineB1 Reap centre run by the same NGO
meant that my urban site has a population with set¢e good quality, affordable RH
services. Therefore | wanted to find a rural comityuwhich was further away from
such services, although not so far as to make théatly inaccessible either. This gave
me one (urban) site with good access to a RH chnit one (rural) site without such a
clinic on its doorstep. Having an example of bdtbveed me to study how geographical
distance affected contraceptive use, furthermaaeinlg a rural site where people had to
travel some distance for health care made it mgpécdl of other rural areas of

Cambodia. This left the area to the east of SieapRe
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The east of Siem Reap is very rural - most commina@e a population consisting of
around 98% rice farmers. To research which comntarehoose | drove out to check
them out with my research assistant. We arrangeaetet the commune chiefs, heads of
pagodas (Buddhist temples), talked to people irvilteeges and to NGO staff that work
there - trying to get a feel for the different aebnarrowed it down to two communes,
then went back to them and talked to some morelpedyfe asked about people's jobs,
how wealthy they thought their village was, whic®®s work there, where people went
to get health care and to give birth, did peopleakru khmer(traditional healers), did
they useyay mop(traditional midwives). | decided against sometted communes for
the following reasons: too close to my in-laws’ lgnmaccessible in the rainy season;
higher prevalence of extreme poverty (the reasannfan-use of contraception, |
assumed, would be expense); potential intervievaggue — other researchers had

recently been.

The rural site | settled on was Rumduol VillageSirolau Commune. There had been a
new road built in the last few years connectingpiSiem Reap, before then it had been
relatively remote. Srolau uses the health cliniche neighbouring commune so for
some Srolau villages it is quite far, but for othegris only 3km. Some of the villages are
really remote and poor, others less so. Here, thvea® a higher proportion of births
assisted by traditional birth attendants (TBAs) pamed to other communes in 2006,
(101 out of 1,962 women aged 18-60). And intergdyithe number of TBA births was
lower in the villages far from the health clinicdahigher in the villages closer to the
health clinic. There were also 7 maternal deatlads3amfant deaths in 2006, higher than
the other Eastern communes of 1 and 3 respectittdly was not simply due to Srolau
having a larger population as it was similar iresia several other Eastern communes).
When | discussed my potential site many Khmersdvkradvised me to study Srolau
because it isboran (traditionalist) as opposed to other areas which samai
(modernist). People said | should research thecause they are the ‘real Khmer’, the
‘original Khmer'. | was told they keep their custsrfrom ancient times, customs that
are still the same in other places but may be avaiered down elsewhere, or in other

places there are not as mawon (festivals/ceremonies), and the rituals withibcm are
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much shorter and fewer. This appealed to peoptrises of what makes a good place to
study Khmer culture, and | suppose it appealed josense of what a traditional
anthropological field site should be. Also | knevat | would findsamaiculture in my
urban site.

Srolau is bordered by mountains and forest, the &frenvironment Khmers cgtray.

This is one of the main oppositions in how the &rae is thought of - betweenay
and man-made realms, like the paddy fields or towasother being between the town
and the countryside. Thgray as a wild, potentially dangerous place, where lityca
spirits and spirits of trees and rocks can cause ha people, affecting their health or
bringing about misfortunate events. Because onth@faims of my research was to
investigate ideas about ill-health, | decided Sralemuld be a good base.

When | first arrived in Siem Reap, my husband Haebdy flown out ahead of me. He
had found us a place to live, renting a room inoase owned by one of his distant
cousins. The house had 15 rooms which were sethowed living quarters, each with a
separate bathroom inside. The other people rentiage families, groups of young
students, single people, people who could not @fforbuy a house in Siem Reap and/or
had no relatives to live with, most of whom had ratgd to Siem Reap for work or
study. The house was built on a 20m by 30m plolanfl which contained the older
family home. This older building had been considcts a traditional Cambodian
wooden house, built on stilts two metres off theugrd. This had been added to over the
years - the stilts raised, replaced with concrétarp, and brick walls added to create
rooms downstairs, and a brick extension upstahis.rboms downstairs were rented out,
and even upstairs, two nieces shared the main amodation with the owner, her
daughter and son-in-law and their two young somsananny. Both buildings together
housed around 55 people, although this fluctuategeple moved in and out. As is
common in Siem Reap, individual plots of land orally containing one house (and
household) have been built up. If the owner caardfft, they often build some sort of
apartments for renting as a way to increase tinewme. Depending on how much the

owner can afford, these range from wooden or catedyzinc shacks to three-storey
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brick apartment blocks with dozens of rooms. Thaserented by migrants or young

couples who have moved out of their parents, home.

| decided this would be an excellent place to fiwe my urban field site. It had the
advantage of being surrounded by lots of peopleKhamer) whilst still having the
privacy and independence that comes with a prilreiteg — a good balance between
communal and private. There was an open room dtdheof the house, and a dirt yard
where people socialised. A young family ran a srsladlp on the plot next door, and this
proved to be a good place to meet people, varioog $talls opened and closed over the

21 months, and it was a good place to hang out.

Sampling

When it came to finding interviewees for the semikstured interviews, | had wanted to
use snowball sampling, however many people were widiing to introduce or
recommend me to others. Although they seemed happygh to discuss the topic of
contraception with me, they did not want to pass aneto another person in their
network (with some exceptions). | think this wasdm with the subject matter of my
interviews about contraception and abortion. Aljiopeople were willing to discuss it
one-to-one with me, they were not willing to recoemd me as this would mean the
other person knowing that they’d been talking alibig, and giving the impression they
were open about such issues. | found many pedmsetwhom | knew well, even some
| considered trusted friends, with whom I'd devedldpmutual trust and had given very
frank and open interviews, would brush off my agpsnto get them to introduce me to
another interviewee. As is the Khmer way of savisxge, no one said no to my request
directly, rather they made an excuse or said théydt know anyone suitable. | think
their unwillingness was a way to protect their tegion, particularly for the younger
women, as the topics were to some extent tabodl&8iynn conducting semi-structured
interviews almost no one declined to be interviewad their willingness to participate

came across, at times, in the fullness of theiweans to my questions. In asking to
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record interviews, no one said no directly, but enagicuses — ‘my voice doesn’t sound
nice’ -1 think here they feared having their ideaptured, ideas which could be wrong —

despite me wanting their opinion not the ‘rightsarer.

The implications of not being able to use snowlsglimpling were that | had to
frequently approach people | did not know and wherevnot expecting to be
interviewed, either in their home or place of wdrkthese cases | was only able to build
rapport over the course of our interview. Interneées who knew me tended to be more
articulate and talkative in answering my questiargj when people did ‘recommend
me’, those interviewees, | think, had a greatessei trust towards me. Having built up
confidence in me over time, | think they were paggn this trust in recommending me
to people they trusted. Although | had built upegwork of informants, they were not a
broad enough spread of the population | wantedagstuce for the semi-structured
interviews. | wanted to interview people who hadedisvarious methods of
contraception, people who had never used any, peapb had had abortions with
medics and traditional birth attendants, as welpeasple with different socio-economic
backgrounds. Much of the data in this thesis cofr@® informal conversations and
participant observation. Herecbuld use snowball sampling and | found it a valuable
way to meet new informants and increase my so@dkork. A limitation of this was
that | found people’s networks tended to mainlylude people from similar socio-
economic backgrounds to themselves, due to theroi@cal nature of Cambodian
society. And | was hanging around more with wealttrand more educated Khmers,
probably because this was easier as we had mommmon. However | did get to know
people from more disadvantaged backgrounds oftecause - due to the mixed up
nature of land ownership and socio-economic ditergithin the communes - they were

my neighbours (both in rural Rumduol and urban hem).
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Research methods during fieldwork

Following the theoretical framework outlined abovigh regard to researching a health
care system, | concentrated my research on thregpgrof people: those who were
engaged in the professional sector, the folk seabor the popular sector. | chose this
approach before entering the field, and continuadfiected on whether it was relevant.
My predominant pre-fieldwork idea, influenced by thiterature, was that people’s fear
of contraception would be in some way related thganous ideas about how the body
works. However the fieldwork drew me away from ths the main explanation, and
toward the issue of public mistrust in the profesal health sector, and the implications
of this for contraceptive use. Another thing thatieged as | gained more insight into
the situation was the need for me to research iaborior to field work | had, perhaps
foolishly, thought of this as a somewhat separssee to contraceptive use and | had
been concerned that it might jeopardise my resedwehto the controversial nature of
the topic. However, the more people | spoke to dlvercourse of the research | came to
realise they were completely interconnected. Tloeeefthe focus of my research
broadened to include abortion as well. Assessiadrttpact of both these discoveries on
my research approach, | decided it was still vaglan effective way to frame the

research problem.

Participant observation and field notes

Participant observation involves trying to livetime way local people live, listening to
what they say, watching what happens, asking questiearning by experiencing, and
taking time to build rapport— the participant oh®ers the research tool (Bernard 2006).
| spent my time doing both ‘non-directive’ and wlitive’ research. Non-directive
research involved participating in activities thate part of everyday life in the
communities | studied, helping prepare food andséstrrice, and simply hanging out.
This strategy is important for getting to know pleoand what they do, building rapport

and gaining an awareness of issues that local pdimpl compelling (Bernard 2006). By
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directive research | mean informally and formaliyerviewing people - initiating and

directing talk on topics of interest to my research

In Geertz’s sense | will aim to give a thick deption of contraceptive behaviour, which
entails explaining actions and discourses (surrmgndontraception) in context in order
to bring to light their meaning (Geertz 1973). Rgpant observation goes hand-in-hand
with the process of making field notes, as thedfigrker oscillates between the dual
roles of participation and stepping outside to gs®land observe. Laderman (1990)
discusses this shift in consciousness that takasepghrough the act of writing in the
field. On the other hand, field notes have alsolEscribed as a ‘localizing strategy’, a
guide to the memory on how to behave and spealoppately (Rapport 1991). | found
both remarks to be true in my fieldwork experien©bservations made and recorded
are selected and guided by theoretical interestraleance to the phenomena under
investigation, whilst they also purposely remaiodat in scope and open-ended (Holy
1984). Although much data collected will be surplike relevance of people’s
statements or events that happen early in the naks@aay only become apparent with

hindsight later in the fieldwork or analysis stages

On a pragmatic level, participant observation afidte data to be collected through the
researcher being there; it allows for other methimdbe used (observation of various
situations, interviews), over a longer time theesgsher becomes less obtrusive.
Crucially, though, it is through the act of panpaiing that knowledge is formed and
produced (the dialogical process referred to aboVijough living with the people
being studied, actively participating in life asvéd, interacting, and learning to
communicate (in terms of proper behaviour as welirgguistically) it becomes possible
to learn the meaning of action (Holy 1984). Therfpanative inadequacy’ of a
researcher coming into a culture can be used asthodblogical tool: as through the
process of learning, of inevitably tripping up, thdtural novice finds out what they did
wrong, and what was expected (Holy 1984:32). Hutwtm (1996) found ‘open note-
taking’ a useful strategy; by writing down phraselsen somebody said it and then

asking for clarification immediately, this allowédformants to participate and proved
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useful for finding out and recording information.utdhinson also describes using
‘culture shock’ as a research method, expressimgrise and asking for explanation
when she experienced disbelief or value confli¢gdsit¢hinson 1996). | agree with
Hutchinson on these points and found open notexgaitigood way to let people know
why | was there in these situations that young te&@swomen aren’t usually seem in —

it was recognisable behaviour of someone ‘doingaesh’ although still a little odd.

Interviews

| employed a range of interview types that differdegrees of control over responses.
Firstly, | used informal interviewing throughoutethieldwork, particularly early on, to
build rapport and uncover topics of interest thatady have overlooked (Bernard 2006).
Secondly, | used unstructured (or ethnographi@rumrtwing, where participants know
they are being interviewed and | have a partictdpic of interest, but the flow and
direction of the interview is very much up to thartipant — in order to let the
participant express themselves in their own territh the aim of finding out what is
relevant to the participant (Bernard 2006). Thirdlyused semi-structured interviews
with clear topic guides. These are detailed int#ide below. Qualitative interviews can
yield in-depth and detailed accounts of peopletguales and experiences (Gaskell
2000). Due to the sensitive nature of the resetoplt, initially 1 had planned to ask
about other people’s sexual and contraceptive betgvand pay close attention to
guestion wording. Katz & Naré (2002) conducted aesle in Senegal where social
norms strongly prohibited premarital sex. Of th87B, Muslim women aged 15-19
guestioned fewer than 1% admitted to having beegrant, but when asked about their
three closest friends 25% of the same women sadahleast one of them had been
pregnant. | thought this approach would be useftihe Cambodian context, but in fact |
found that by simply asking the interviewee whagythhought aboutabortion, for
example, they would usually tell me themselves tvebr not they had done it, with no
further prompting. | only asked one woman (who bwat close to) if she had ever had

an abortion. Her reaction and look of horror put effeasking anyone else: she replied
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indignantly that she was not that type of womang 8las not a sinner and would never
consider doing that! | apologised knowing that ¢l ldfended her simply by asking the

guestion.

Focus group interviews have been shown to be ailluaely to get at social norms and
values in a community (Gaskell 2000), and have iveca well-established method in
sexual and reproductive health research, a keyntaga being that they provide safety
in numbers for participants (Kitzinger 1994). HoweM decided not to use them, firstly,
because, in light of my overall research desighdught this method would impede
rapport building and run counter to participant esleation aims. Furthermore, |
considered that the nature of a focus group, wdaddtoo artificial in this cultural
context, where the subjects of contraception amdase taboo, at least amongst some
groups. | believed a lot of women would feel uningl to talk publicly to others,

particularly those in their community who knew thehout the topic in general.

One-to-one interviews have the advantage of confidity between interviewer and
interviewee; being more private, | think makes theore appropriate. Because of my
status as a foreigner from a Western country lktlneople felt they could discuss the
topics more freely without being restricted by ttatal customs or the opinions or
presence of others judging them on those termsegtong Brickell (2007:56) noted on
her research in Cambodia). In focus groups peagpid to avoid discussing personal
experiences or opinions that deviate from socialmsp thus they provide “little
information about how, when and why people use saierlegitimise behaviour or use
strategies which contradict dominant norms” (Pécélawkins 2002: 1327). Bradburn
(1983:298) reports that for sensitive questionseraronymous methods work better at
getting people to divulge sensitive information. kygearch approach was iterative and
flexible, and when | found interviews to be effgetil stuck to them.
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Table 1: Semi-structured interviews

Health-care Sector Description Number of semi-
structured interviews
Popular With ‘ordinary people’; Focused p83
contraception and abortion
Folk Kru khmer(traditional healers) x 4 | 17

Chmop(TBA) x 5
Achar (Buddhist lay clergy) x 6

Other x 2

Professional Public sector medics x7 23
Private sector medics x 14
NGOs x 2

Other Monks x 8 12

Department of Health x 2
Commune staff x 2

1. Professional Sector

These semi-structured interviews were with peopigaged broadly in the biomedical
health sector, working on reproductive health aradtiqularly those involved in
contraception or abortion services. | interviewtdfsat health clinics, hospitals, family

planning clinics, pharmacies, and shops which sofdraceptives.
2. Folk Sector

I conducted semi-structured interviews with follalegs in order to gain understanding
of: their modes of diagnosis and treatment, theideustandings of aetiology; their
modes of interaction with patients; and the reroitgheir field - in terms of which
conditions and symptoms they can treat and whiely frerceive as beyond their scope.
These included&ru Khmer(traditional healers of various typeshmop(traditional birth

attendants)achar(Buddhist clergy) and other ritual officiators.
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3. Popular Sector

In order to gain the perspective of the non-spistigdopulation, 1 conducted semi-
structured interviews in the urban site, Daunchanal, the rural site, Rumduol. | set out
to interview people from a variety of socio-econorhackgrounds, males and females,
different age and employment groups. | interviewedtraceptive users and non-users;
women and men who use traditional and those whom@#ern methods; and people
who have discontinued and switched contraceptioe thu side-effects. | stopped
conducting these interviews when | felt | had reathheoretical saturation, and was
hearing broadly the same sorts of answers repgafEldéoretical saturation means that
successive continued observations and interviewes yalding no new information

regarding the category of interest (Bryman 200&)41

| tried as much as possible to interview a rangpeaiple from both sites, but obviously
there were limited opportunities to meet profesai@ector interviewees in the rural site
compared with the town, where so many of thesetlnealre outlets are based. For the
majority of popular sector interviews | used a t#ibrecorder and transcribed them with
the help of my research assistant. There were wanieasons why seven of them were
not recorded, including heavy rain which would halrewned out the sound of the
interview, and at times | decided not to get theorder out as | sensed it would
constrain the person, especially if they alreadynsed a bit dubious about the interview.
At times | felt the recorder didn’t matter but fmther people it seemed like an additional
barrier between the interviewee and me — along migHforeignness, linguistic level, my
notebook and pen, and the fact that for some ie®es | was a stranger. | was also
aware that some of the topics covered in the irernsuch as home abortions were
illegal, so | assumed people would be unwillingtatk about something which could
incriminate themselves whilst being recorded. Icpdted this and did not record some
interviews, for example, where | was asking tradi#il birth attendants about abortion
practices, or pharmacists about counterfeit drgsen | did not record an interview |

made sure to write as much as possible in my notebend get thorough translations
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when needed as the interview went along. It maéeitkerviews much slower and

stilted, but I think was worth it for the sake @ving a detailed record.

Data analysis began in the field as | reflectedtiom data collection process and
direction, and made analytic notes. The recordezhirews on contraception (‘popular
sector’) were transcribed and translated simultasydrom Khmer to English. Only the
first interview was transcribed into Khmer thennstated into English. This proved to
be far too time consuming, and all further intewsel only included Khmer where a
particular quote, phrase or word was not easilglearly translated into English, thus |
do not think | have lost any of the nuances at stégye. Preliminary coding of key
themes was done in the field and this fed intoldber interview guides. The majority of
formal analysis took place after the fieldwork, imming with reading through the data
and generating concepts, until all data were syatieally coded into a stable set of
categories (Hammersley & Atkinson 2006). As my diglotes were handwritten in
notebooks, | decided against using analysis softwknstead | photocopied my field
notes, printed out the interview transcripts andecb them by hand. | filed them
chronologically and then created an index for thdes (that is, for each code, such as
‘condom’, | recorded the page numbers where thde @ppeared in my field notes and
transcripts). Further sifting and comparison ofadadded under particular categories led
to clarification of meanings and interrelationsviben categories (Glaser and Strauss
1967).

Ethical considerations

Prior to conducting the fieldwork | applied for anés granted ethical approval for the
research from my university, the London School obiomics, in accordance with its
research ethics policy. In Cambodia | applied ®NMhnistry of Culture and was granted
permission to conduct the research in the way Igladned. Having this highest level of
permission smoothed the path for permission atptio®incial, district, and commune

levels. And I think it made participants less saspis of me, as they expressed that this
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was the appropriate way to do things and at timgleech if | had received this

permission.

Before entering the field | had planned to userimid consent forms in Khmer which |
would use at the start of an interview, askinggh#icipant if they would prefer to read
or listen to the information on the form, then agkithem to sign the form to
acknowledge their consent. However, because olothditeracy levels in Cambodia it
felt unethical to ask people to sign a documeny twuld not understand. It was also
impossible to know who was or was not illiteratendaasking could cause
embarrassment. Therefore | decided it was moreogpigte, given the context, to gain
informed consent verbally. | prepared informatidoet myself and the study in Khmer
and used this before each semi-structured interW&ith participant observation there
is no clear line between when the research stads#ops, unlike an interview which is
structured as separate from regular activities.nmibgate this | made sure to be as
transparent and open as possible about my reaspobgihg there and the objectives of
my research. On meeting new people | would intreduyself as a researcher and the
aims of my research, this gave people the optiatigtance themselves from me should

they wish.

Throughout the fieldwork 1 invited people to ask mabout the research or me
personally. | tried to be as public and open asiptes about the fact that | was there
doing research, and often wrote notes down in fafrgeople. At other times | had to

rely on my memory, and took notes after the evertonversation. Engaging people in
talk about the past in a post-conflict setting amdjuiring about pregnancies that had
been terminated was asking them to recollect tréomexperiences. | tried to

compensate for this by being sensitive to when mgstjoning was causing distress,
letting people know we could stop talking aboubitmove on if they wished, and

finding suitable times and contexts in which todwct the interviews. People were very
interested in what their friends and neighbours $&d in answer to my questions, but |
explained that all their comments were confiderdiadl |1 respected others’ privacy as |

respected theirs.
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Due to the nature of my research topic, and pespefception of me as a westerner, on
a few occasions people came to me for medical ed¥ar example asking if | could
provide medicine or advice on their problems coviogi Having no authority to give
medical advice, | explained that | did not studydmie but social science, so | did not
know and recommended they discuss it with a medicposition as a westerner also
meant that | was usually perceived as wealthy anidhas powerful, | was aware of this
and frequently explained that | was not connectedry organisation or development
project. | made it clear that my role was an acadewsearcher not attached to any
service providers (or potential ones). To protexirgymity | have used pseudonyms for
the people and villages and communes throughouthiss, except where participants
were public figures or gave their permission. Lgsthis thesis attempts to present the
people who have participated in my research withstlime respect and thoughtfulness |

would wish for myself.

Conclusion

In this chapter | discussed the methodology usdtiigaresearch. | began by describing
my research design which uses mixed methods imaesd¢ial manner. | introduced the
guantitative and qualitative aspects of the resednefore reviewing the theoretical
framework which shaped the processes of data ¢olleand analysis. | paid attention to
the process of fieldwork and my position in thisgess, my entry into the field sites and
language learning, before moving on to outlinedheice of field sites and sampling of
participants. The last section examined in deteilgpecific methods used to collect data
during fieldwork, that is, participant observatiand interviews and my rationale for
using these methods. Finally | considered the athimplications of conducting
ethnographic research in Cambodia, again refle@mgny position relative to research

participants. The following chapter examines thérsgof this study.
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Chapter 3

Setting — The people and the health system

This chapter offers a background to the rest ofstody. | present what | consider to be
the key information about life in Cambodia thateksas relevant to understanding the
later chapters. To achieve this | have includedesofrmy own findings from fieldwork
to add to the literature and secondary data preddmgre. | begin with an outline of the
demography of Cambodia, with particular referencethte Democratic Kampuchea
period, the regime led by Pol Pot, given its sigaifice in Cambodia’s recent history
and the consequences that continue to be felteiptbsent, and are likely to impact on
future generations. Following this, | move on tosaée the health care system in
Cambodia. My purpose is to provide an understandifigthe context in which
Cambodians make decisions about contraceptives.Chapter examines the public and
private health sectors, and both the internatibi@hedical, and the indigenous Khmer
medical systems. Modern contraceptives are perdaiv€€ambodia as emanating from
the international biomedical realm, but are intetpd through a lens of indigenous
medical beliefs (Chapter 5). After outlining theykeharacteristics of the health system
and the pluralistic medical setting, the chaptedsewith an examination of family

planning policies and programmes from the 1970ké@resent.

Cambodia’s recent history can be conceptualised saries of ruptures. For centuries
various Indianised polities or kingdoms had ebbadi fflowed between multiple centres,
reaching a peak with the Angkorian era (802-143hen the Khmer civilisation
expanded to dominate much of mainland Southeast K3handler 1983)From this
time on,the land succumbed to numerous civil wars and iomasfrom the Thai and
Viethamese sidesntil becoming a French protectorate in 1863. Cambashaaimned
under French control until gaining independenc&945. The post-colonial period has

seen rapid transitions from a kingdom, to a remihien a communist state, a period of
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Viethamese occupation, and now to a constitutiomaharchy. The last decades of the
20" century were characterised by civil war, interoadil isolation and the catastrophic
period of Khmer Rouge rule (1975-1979). Cambodia&® democratic elections were
held in 1993 overseen by the United Nations (Kieri893), yet democracy remains
unconsolidated (Peou 2007:5). A period of rapidneoaic and social change was
ushered in with the 1993 elections. The rejoiningtle international economic
community opened the gates to foreign investmedtad (Heuveline & Poch 2006).
Cambodia is one of the most aid-dependent counitnieke world, with international

assistance making up 50% of its annual nationajeu@Peou 2007:4-5).

Economic growth over the last decade has been kala;, averaging 10 per cent per
year up until 2008. Growth dipped in 2008-9 dueht® global economic recession but
has resurged to GDP growth of 6.5% per annum if® 20 2011 (World Bank 2012).
Analysis of the Cambodian Socio Economic Survey ddiowed that poverty fell from
35% in 2004 to 30% in 2007 (estimating poverty gsihe poverty headcount index
relative to the overall poverty line for Cambod{#jorld Bank 2009), in part due to the
employment opportunities created by this rapid eoto growth (World Bank 2012).
However, in terms of development, post-conflict @achia was starting from a low
baseline and there is still a long way to go. TiNldnks Cambodia 131 on the Human
Development Index, placing it amongst the leasettged nations in the world (UNDP
2007). Gross national income per capita (PPP latemal $) was $2,080, well below
the regional average of $10,218 in 2010 (WHO 20BB)erty remains a huge problem
amongst rural populations, where 80 per cent ofpipgulation resides (NIS & MOP
2009). Whilst real per capita household consumptiereased between 2004 and 2007,
including a range of welfare indicators for the s two quintiles of the population,
inequality has increased, with the richest quistded urban areas benefiting most from
economic gains (World Bank 2009). Corruption anddequate delivery of public

services are impeding inclusive development (WBddk 2012).

Compared to other Southeast Asian countries, Cambasl one of the most

homogenous, ethnically and religiously. The mayodt the population belong to the
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Khmer ethnic group (90%) and 95% of the people are BistidtNFPA 2011).
Religious beliefs and rituals are deeply seate@ambodian culture and daily life for
the majority of people. Lay practice includes elatsef animism and Hinduism, beliefs
in ancestral and locality spirits, suchreesak tawho are village guardians, ajghmeang
bdehspirits residing in the house. Life in the coustdg, for most, revolves around the
agricultural cycle of rice production, punctuatgdriumerous religious festivals. As the
market led economy has opened up in the urban,greaple migrate from rural areas
for education and employment, particularly in gamtniactories (in and around Phnom
Penh), tourism related service jobs (particulanySiem Reap) and the construction
industry (CDRI 2007).

The demography of Cambodia

Cambodia’s first population census was the 196@®nAt the time the population was
assessed at 5,729,000 (Siampos 1970). Using tleeseeprojections method, Siampos
estimated the 1945 population to be 3,606,000 (fism1970). The next census was not
until 1998 when the population was assessed aB&10a0 (NIS 2002). The most recent
population estimate is 13,396,000 from the 2008sGen(NIS & MOP 2009). The
figures imply rapid population growth, but this gith has not been smooth due to
Cambodia’s turbulent history.

Looking at the population pyramid of Cambodia (B8l is clear that the tragic history
of Cambodia has left indelible marks in the popafatstructure. The Khmer Rouge
regime has been described as the most radicall doaresformation ever attempted
(Kiernan 1996). Within days of taking control oethountry in 1975, the Khmer Rouge
emptied the cities and expelled foreigners. Theufadjmn was ordered into manual
labour teams organised by age and gender. Sodrauinstitutions were physically
and symbolically destroyed: the BuddhiSangha (monkhood) was targeted for

" Whilst the term Khmer denotes ethnicity and Canidodtands for nationality, | have used the two
terms interchangeably in this thesis as the vaginityaof my informants described themselves ahbot
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execution, as were the educated, and those witilisbyassociations; the family became
subordinate toAngkar (the ruling party — literally ‘the organisation’jnarriages took
place en masse, often forced. In the space of years between 1975 and 1979 an
estimated 1.5 to 2 million people were killed byeeution, starvation, exhaustion or
epidemics — nearly a quarter of Cambodia’s pre-KhReuge population (Heuveline
1998).

Figure 3: Population Pyramid of Cambodia 2008

Age
® 80+ 0.3 0.4
75-79 0.3 0.5 E Males EFemales
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14

8 6 4 2 0 2 4 6 8
Percentage of total population

Data source: Cambodian Census 2008 (NIS & MOP 2009)

Excessive male mortality combined with male emigratiuring this period resulted in a
sex ratio of 75 men to 100 women in 1980 in theutepn aged over 15 (Huguet
1992). The population pyramid above shows the agedsstribution of the population
from the 2008 census. The age groups 50-54 onwenw sery low sex ratios, due to
the exodus and high mortality of males during tite 1970s. Over time the sex ratio has

become more normalised, at 94.7 in 2008, but aguaf households are female headed
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households (although this is not necessarily aitaible to the events of the Khmer
Rouge period) (NIS & MOP 2009).

Fertility trends saw a sharp decline after 1975envithe TFR was 6.7 children per
woman (adjusted 1962 census rate), thereaftelitiegurged (nearly doubling) in 1979-
1980, and remained above pre-Khmer Rouge regimelslein the early 1980s
(Heuveline & Poch 2007; de Walque 2006). Followthgs dramatic fertility rebound
there has been a sustained decline: the CDHS 26fifdatded a national TFR of 4.0
children per woman, and the CDHS 2005 placed B.4t(NIS & ORC Macro 2001,
NIPH et. al.2006). A lack of data before the mid-1990s and,reluata are available, a
lack of consistency of estimates from differentrees means it is not possible to access
accurately the speed of Cambodia’s fertility dezlfpasvarma & Neupert 2002; Than
al. 2012; these two papers give an extensive disaqussidertility trends in Cambodia
from 1962 to 2010).

Returning again to the population pyramid above,uhusually small size of the cohort
aged 30-34 years can be attributed to low fertifid high mortality in those born
during the Khmer Rouge period (Neupert & Prum 2004)th the subsequent baby
boom that occurred in the 1980s following the &dlthe Khmer Rouge regime, we see
the effects of high fertility throughout the 19908th the cohort aged 10-14 making up
the largest cohort in the population. As the largesorts (10-14 and 15-19) move into
their main childbearing years, Cambodian reprodackiealth services are likely to be
placed under increasing pressure. The cohorts @gkednd 5-9 years are smaller than
the preceding ones, this is either the result ofelofertility rates over the previous
decade, or an under-enumeration or age exaggermattios year olds as is common in
Cambodian censuses and surveys (Siampos 1970; ies®¥aNeupert 2002), or both.
Cambodia has a youthful population; 34% of the patmn was aged under 15 in 2008
(NIS & MOP 2009). The population growth rate hakefafrom 1.81% per annum for
1998-2004, to 1.54% for 2008 (NIS 2004; NIS & MOB09Q). Life expectancy at birth
is 60.5 for males and 64.3 for females (NIS & MUR2).
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The health situation in Cambodia is amongst thestvor Asia; however, there have
been significant improvements in the last 5 to #arg. Communicable diseases still
pose a substantial threat to health, but programanesin place to address malaria,
tuberculosis, parasitic diseases, dengue, resprraéomd diarrhoeal diseases. The
coverage of DTP3 immunisation among 1 year olds,efample, was 94% in 2009
(WHO 2011). Cambodia’s HIV epidemic is subsidingni a peak of 3% of adults aged
15-49 in 1997 to 1.6% in 2005; a testament to Cali@®unusual success in combating
the spread of the disease (UNAIDS 20®&hler et al. 2006F. The epidemiological
transition is in progress. Cambodia’s rates of elieb and hypertension are high; mental
health and traffic injuries are inadequately adskeds(\WHO 2011b). Whilst 61% of the
population use improved drinking water sourcesy @8% use improved sanitation
facilities (WHO 2011). Malnutrition is a widespreatoblem given the poverty in
Cambodia; 40% of children under five are stunted] 29% are underweight (WHO
2011).

Reproductive health indicators have started to séignificant improvements in the last
few years. Until very recently, most women gavétbat home (78% in 2005) with only
44% of deliveries attended by a trained healthgesibnal (NIPHet al.2006). The same
year the adjusted maternal mortality ratio wasnested, from different sources, in the
range 472-540 deaths per 100,000 live births (N&Hal 2006; UNICEF 2008). After
being stubbornly high for decades, the programmatfiorts are finally showing
improvement (discussed below). However, these temtive health indicators remain
worse than the regional averages, and when brok&m dy residence, wealth and
education level of the mother, point to the vastqumlities in health amongst the
population (WHO 2012).

8 According to a report of the UNAIDS country offidfer Cambodia, there were 9 key elements
facilitating this success. These were: “early atitin of surveillance, research and analysis; exide
based programming targeting key populations; dynasnhdom social marketing and distribution; good
collaboration between government and civil societyabling institutional and political environmenésy
emerging civil society response coupled with stroimj society advocacy; early piloting of care pport
and treatment projects by NGOs; government respensss in assuming ownership and facilitating
scale-up; financial resources mobilised at thetriighe” (Buhleret al. 2006: 6).
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The health system in Cambodia

When seeking treatment for an iliness or injury Gadians have a vast array of health
care providers to choose from. From the perspedativeny informants the primary

distinction with which they categorise these typégroviders is between those who
offer services which ar&hmer boran(traditional or ancient Khmer); and those who
offer services based on the principlesvimheasa(science) and therefore provided by a
pairt (a doctor or biomedical practitioner). In otherrd® Cambodians view the health
care options available to them as either belonginghe biomedical paradigm or the
traditional Khmer paradigm. Some of my informantsted that they placed their trust
solely in one or the other paradigm, however mofstrmants were very pragmatic and

would try to find a solution from both paradigmgher sequentially or simultaneously.

The CDHS 2005 breaks up the types of health caowigers slightly differently:
distinguishing between public sector, private seattd non-medical sector. However,
the ‘non-medical sector’ includes shops and marketsch (in Cambodia) sell
pharmaceuticals. From the perspective of my infartsigpharmaceutical sellers would
be perceived as part of the biomedical paradigre. CBHS asks those respondents who
had a household member ill or injured in the presi®0 days where they sought
treatment. The private sector was the most fredyesported treatment source for both
rural and urban dwellers, accounting for 48% ddtfireatments. The public sector and
non-medical sector were used in roughly equal pitapo(22% and 21% respectively)
This pattern held for second and third treatmesta/@l, and for rural respondents. For
urban respondents, the private sector was even puapalar, used for 60% of first
treatments, compared to the public sector (19%, e non-medical sector (15%)
(CDHS 2005). It should be noted that CDHS questionty capture those visits to
traditional healers that were for treatment ofafla or injury; people seek out traditional
healers for a much broader range of problems, ssclife crises, misfortune, advice,
fortune telling, and family problems, which thisestion does not capture. In this way

the CDHS underestimates the importance of thetioadil health sector.

° The remaining 9% did not seek treatment.
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This section, building on the theoretical framewdikcussed in Chapter 2 (Kleinman
1980), looks at the public, private and traditionehlth sectors in more detail in order to
give a context to the way contraception fits inemple’s health philosophies and their
practical, structural options for health mainterean@s outlined in Chapter 2, attention
to the health system is important: firstly, becangeearly stages of analysis had pointed
to the importance of contraceptive side effectsaarounting for unmet need, and
secondly, because contraceptive supplies and ssrai@ offered in the arena of health
services. Before examining Cambodia’s health cgséem | will briefly expand on my
justification for doing so.

Medical anthropologists recognise that medical seanme culturally specific, that is, they
do not necessarily have a direct biological refethat we can use to translate a local
illness category into a biomedical concept (Goo84)9 Rather, illness and suffering
have meaning in relation to a complex network ghsi “analysis of a given concept
within a particular system of medical knowledge uiegs an understanding of that
concept in a field of symbolic relations” (Good #99112). | am not comparing
pregnancy or contraceptive use to a state of ginesther | am making a comparison
between contraceptive side-effects and symptonas afness. Therefore, | am applying
an approach to contraceptive side-effects thatrstheve applied to illness:

“lliness is inseparable from the networks of megminwithin which it is
experienced and treated. These meanings — oftemgictia usually ambiguous,
frequently tacit — sometimes are determined pradtidby the nature of the illness
itself and its consequences for the sick personfamily. But more often illness
absorbs and is saturated by the web of beliefsnsoand interests that constitute
the day-to-day world of the sick person in his ieatar social situation.”
(Kleinman 1981: 373)

The experience of an illness cannot be separabad ifs meaning in a particular culture
(Kleinman 1988). In the same way that research tioplacebo effect has shown that
the response to treatment is in great part dubeorteaning given to that treatment and

not only the content of that treatment - what Moanntalls the “meaning response”

(Moerman 2002:14). When Khmer women complain ogstfects from contraceptives,
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they experience that side-effect within a largeteymn of meaning. So to understand why
being too ‘hot’ from hormonal contraceptives isralpem, we need to have knowledge
of the wider humoral theory of mediciffehat gives salience to the concept of ‘hot’ and
shapes how people experience and act on it. Forekhiimodern contraceptives are
viewed as being part of the biomedical paradignt, &uthe same time the idea of

practising contraception is not new; the use obakemedicines and manual techniques
to limit births are found within the traditional Kier paradigm. As will be shown in the

following chapters, particularly Chapter 5 whichogls that side-effects are the main
reason for unmet need for contraception, this baxkgl knowledge on the Cambodian
health system (in its broadest sense) becomes smgeto understand how people

perceive and practise contraception.

The public health system: organisation and characteristics

There has been an ongoing reform of the healtlosecCambodia since 1994, which is
part of a broader public administration reform (M@B08). An early initial step in this
process was laying out the criteria for distribntwf infrastructure and services, based
on population size and geographical access. Thatgowas divided into Operations
Districts (ODs) each covering 200,000 people antsisbing of a referral hospital at its
centre, several health centres, each serving 1(pe6gle, and, in particularly remote
areas, health posts. The aim is to have each persloim a 10km radius or 2 hour walk
of a health centre, and within a 20-30km radiu$ dvour journey by car to a hospital.
The next level on the chain of referral for a patties the provincial level hospital -
where surgical cases are sent, including Caesaeetions - and finally the national
hospitals in Phnom Penh (MOH 2008). Basic packadeservices were outlined for
each level of the health system. A Minimum Packaigactivities (MPA) consisting of

essential primary health care was to be availalilethea health centres and a

19 A humoral theory of medicine is one that seesqatiies as caused by an imbalance of bodily states:
hot and cold, wet and dry. These states can alsespond to an imbalance of the elements earthd,wi
fire and water. In the Greek and Islamic systenesédlcorresponded to the four “humors”™: blood, phleg
yellow bile, and black bile (Good 1994:101). Subkdries have been found world-wide in some form
(Randall 1993).
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Complementary Package of Activities (CPA) at redkiospitals. According to the
Health Coverage Plan outlined in the currelgalth Strategic Plan 2008-201%as of
2007 there should have been 77 ODs, 74 referrgitads 957 health centres and 95
health posts (MOH 2008: 8). However, the same decurpoints out “the current levels
of health service provision are considerably lowsan those described by the HCP
[health coverage plan]” (MOH 2008: 11). How fardelthe target has been achieved is
not stated.

As a further part of the health sector reforms, tt@nagement of the health system is
undergoing political decentralisation and admiaibe de-concentration, with
provincial health departments becoming responsifide implementing health
programmes (Meet al. 2005). Development of policy and strategy, resewltocation,
monitoring and evaluation, and coordinating aid aemunder the jurisdiction of the
Ministry of Health (MOH 2008). Vertical programmeamagement still operates for
specific national priorities, such as maternal achild health and control of

communicable diseases (Menal. 2005).

There is a severe shortage of health staff, anticpkrly so in remote areas. The

number of physicians is only 2.3 per 10,000, caarsidly below the regional average of
14.8 per 10,000, and similarly the number of nueses midwives is only 7.9 per 10,000
(18.4 regionally) (WHO 2012). It should be noteatttthese current low numbers of
physicians and nurses are a dramatic increasedroaxtremely low baseline: at the end
of the Khmer Rouge regime, a period when educatedessionals (who had not

migrated) were targeted for execution, only 49needi doctors remained in the country
(Gollogly 2002). Increased efforts in the last dixdirected towards reducing maternal
mortality have seen vast improvements in the proriand utilisation of health services

for antenatal care and delivery. A total of at tdasr antenatal care visits was achieved
by 59% of pregnant women. Also, though still beltve regional average of 91%

(WHO 2012), the proportion of births attended byle#t health personnel has increased
to 71%. Unfortunately there is a great differencdhe figures when we compare the
wealthiest quintile with the poorest: 97% and 4%X%pectively (WHO 2012).

64



Chapter 3

Poor performance in public health facilities rensamproblem, due to lack of funding,
inefficient allocation of resources, and poor mamgnt, but some see the low
motivation of staff as the main root of the probse(®oeters & Griffiths 2003). Public
sector staff are low paid in Cambodia and healthosestaff are no exception (Soeters &
Griffiths 2003). Doctors’ salaries are far belovivang wage. Practitioners working in
the public health facilities often supplement tlegtaries by operating a private clinic on
the side, often from their homes (Fet al. 1998). Despite their private work being
much more lucrative, the majority of public secstaff interviewed in Foret al’s
(1998) research wanted to remain in their publict@erole for several reasons: it
legitimised them as professionals in a contextmtartification; allowed them to avoid
certain taxes and bureaucratic procedures; provadedeans of securing clients who
they could refer to their private practices; présdrihem with more interesting cases for
treatment; and provided a source of training anel mheans to keep up to date
professionally. The study also found that a pubdictor doctor’s salary was US$12 per
month (at the time), whereas their private pradiiceme could be as much as $170 per
week, and 45% of this was due to profit made onrphaeutical sales. Low consultation
fees (averaging $1 to $1.50) attracted clientsarstis were made up by prescribing and
dispensing medicines, often at exaggerated prioesim high quantities (Forét al.
1998). More recent published work, and findingsnfrony own fieldwork, found a
similar situation to that described by Fettal. (1998), with low public sector pay and
public sector staff operating private clinics tobsidise their incomes (Soeters &
Griffiths 2003; Ovesen & Trankell 2010).

Despite Cambodia having amongst the poorest healttomes in the region, spending
on health care is the highest in Southeast Asianwheasured as a percentage of GDP,
at 6.4% (figure for 2005 based on WHO data in Levand Gardner 2008). Private
expenditure on health (including both NGOs’ spegdon households, and out-of-
pocket expenditure) accounted for 76.2% of totgleexliture on health in 2008 (WHO
2008). Out-of-pocket expenditure accounted for B9 & this private expenditure on

health (WHO 2008). The socio economic consequeotakshealth can be devastating.
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One study in rural Cambodia found that “illness lcasised more serious economic
damage to rural households than crop failure” (Ya@005: 759). Whereas people were
able to find other sources of income if crops fdilan illness shock entailed lump-sum
costs for treatment, leading to either selling sdeds (often land) or borrowing at very
high rates of interest (Yagura 2005). Individuaisl é&amilies are shouldering the burden
of their healthcare costs, a burden which can bertoch to bear for those already living
in poverty or close to it. For poorer families altle shock can lead to indebtedness and
ultimately require them to sell land to pay for $kadebts (Van Dammet al. 2004).
This vicious cycle of poverty leading to ill hedftrand ill health leading to poverty is
something policy makers aim to address with inngeatways of delivering and

financing health care.

Health financing and delivery

Health financing and delivery is currently evolvimgCambodia. The government has
been piloting various models over the last decadi works towards a national health
financing strategy. Key amongst these have beenramimg, health equity funds,
community-based health insurance and voucher schémegine & Gardner 2008; kt

al. 2010b). All have been tested as solutions towgrdater efficiency and universal
coverage, particularly as a way to reduce inequntpaccess and utilisation of health
services. Until 1997 the government policy was thedlth care should be free for all.
The lack of official user fees, low funding and mesasalaries meant that in practice
under the table payments were the norm and fewwvestdree health care (Soeters &
Griffiths 2003). User fees were introduced follagithe Financing Charter 1997, the
aims of which were to “reduce unofficial fees anou$ehold health expenditure, to
improve the quality of care, to enhance staff naiton and to improve access to priority
public health services for the majority of the plapion” (Soeters & Griffiths 2003:75).
As it stands, the public health system is fundedugh a combination of the national

budget, donors and user fees (Bigdeli & Annear 2009

" The previous section outlined how the poorer sastof society suffer from worse health indicators.
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Contracting

Performance-based contracting has been triallelifferent forms in several operational
districts with successful outcomes. Under this nhoN&Os or private companies are
contracted to manage a public health facility dme/treceive financial incentives based
on specific output or process indicatorsdfial. 2010b; Meeseast al. 2002). Soeters and
Griffiths (2003) present the results from an expental trial of contracting-in (the
contracted management works with the existing stadf set-up, and decision making is
made with provincial and national health authositiand contracting-out (the contractor
has control over all aspects of service delivargluding staff and salaries, and is bound
by contract to meet targets) as compared to aemger district. Results showed the
performance-based contracting approaches increadeshtion despite the user fees;
patients also reported perceiving the servicesetteibquality than the private sector.
Furthermore, total family health expenditure waduced by 40%. However, practices
of poly-pharmacy and the excessive use of unnegesgactables continued (Soeters &
Griffiths 2003).

This tendency towards poly-pharmacy and injectatdewins a serious and widespread
concern in Cambodia. A culture has developed wipateents demand (and receive)
multiple types of pharmaceuticals, more than isicdilly warranted, and injectables

such as B vitamin supplements and saline dripgepgng them to be stronger and more
efficacious than medicine in pill form (Ovesen &ankell 2010; also found in my own

fieldwork). Injections carry a risk of infectionpoecessary in cases where a pill form of
the medicine would suffice. Poly-pharmacy riskerattions between drugs, potentially
causing adverse reactions, and wastes alreaddirfiitancial resources on unwarranted

health care.

Another contracting trial also saw success in teaihgnprovements in maternal and
child health targets, increased availability of Bdur service and reduced provider
absence (Bloonet al. undated). Interestingly in this study, patient&rgeption of

quality of care was reduced in contracting fa@sti and the authors speculate that this
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was probably attributable to the contracted manag¢ih new rules limiting the

provision of saline drips unless clinically warragit(Bloomet al. undated). Here we see
the clash between the biomedically inclined managemand Cambodian patients who
perceive that a drip will make them feel bettee tiwo groups share contradictory views

on what constitutes one aspect of good qualityaoé.c

Health Equity Funds

The Health Equity Fund (HEF) scheme runs in sevedisfricts in Cambodia, its
objective being to improve access to health carehi® poor. Evidence from Cambodia
has shown it to be successful in meeting this dierdemanet al. 2004; Jacobst al.
2007; Noirhommeet al. 2007; Iret al. 2010a) and furthermore, it has contributed to
other improvements in quality of care, communitga&gement and stakeholder dialogue
(Bigdeli & Annear 2009). One such scheme iderdifiwho should be considered
eligible for inclusion by having a third party, adly an NGO, interview potential
recipients of the HEF. Depending on the eligibildyteria a person met, they were
allocated a full or partial benefit package whicltluded payment for hospital fees,
transportation, food whilst at hospital, and fuh@asts where needed @t al. 2010Db).
HEF schemes are growing in number; in 2007 45 hdattilities were covered (MOH
2008:13) and by 2008 half of all operational dettriwere covered by HEFs (Bigdeli &
Annear 2009).

The HEFs replace the user fee exemption systemhwiegquired hospitals to meet the
costs of those individuals identified as exempnirtees. In a review of this earlier
system, in one Cambodian operational district thih@s reported that new user fees
had created a “medical poverty trap” (Jacobs &d#8004:310), with the poorest worse
off. During the study only one person had been gtedhfrom fees. Part of the problem
with user fee exemptions was the lack of reimbuesgnto the hospital for the costs
incurred in treating an exempt person (Jacobs &¥2004). User fees in Cambodia are
retained at the facility level, so this lack ofméiursement created a major disincentive

for staff to exempt people as it would lower thesi@gional budget for the facility and
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their own salary. For the HEF scheme, this problewvercome as the third party body
running the fund reimburses the hospital for thevises obtained by individuals
included in the scheme (Levine & Gardner 2008).d+ug for HEFs is largely provided
by international donors, but the government hasmnig allocated part of the national
budget to HEFs, and expresses a desire to inetialise and scale up existing HEFs
nationwide (MOH 2008:13).

Voucher Schemes

Alongside HEFs, vouchers are another demand-sitending mechanism with the
purpose of subsidising health care for targetedggdBellowset al. 2011a and Bellows
et al.2011b). Whereas in Cambodia HEFs have been usadraase hospital and clinic
use amongst the poor, vouchers have been usedget groups with specific health
needs, particularly in reproductive health. Oneclau scheme trialled in three rural
health districts in Cambodia used vouchers in awtjon with HEFs to increase safe
deliveries. Pregnant women identified as eligilde HEFs were given a booklet of 5
vouchers entitling them to 3 antenatal care visiedivery, one post-natal care visit and
transportation costs between her home and thatyafok each journey. Deliveries in
facilities increased from 16% of expected birth2006 to 40% in 2008 in the areas
covered (substantially more than similar distrlatking the voucher and HEF schemes)
(Ir et al.2010Db).

Incentives for deliveries

The delivery incentive scheme was adopted natipnall2007 with the objective of

increasing deliveries in public sector facilitiddidwives and other health staff receive
US$12.50 for each live birth in a hospital or $h5ai health centre, in addition to user
fees (Iret al. 2010b). (The description | present here is lim&sd have come across no

evaluations of this scheme).
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Community-based health insurance

Community-based health insurance (CBHI) or micraHle insurance schemes are
present in relatively few operational districtsGambodia. They target the medium poor
rather than the very poor, that is, those withfthencial ability to pay into the scheme,
with the aim of providing a cushion to prevent altie shock becoming catastrophic
(Annear et al. 2006). In 2007 there were nine CBHI schemes eaffecin nine
operational districts (MOH 2008). Annegiral. (2006) reported that expansion of CBHI
schemes was planned (at the time of their writirg)wever little more has been
published on CBHI in Cambodia. Jacobs and Pric®4p@all for consideration of a
social health insurance system as a long term amfiriancing health care, with the
wealthier subsidising low-income groups and a maway from direct payment at the

point of service.

Private sector health care

A first port of call for many of my informants sefing from an illness or injury was to
go directly to a pharmacy, relay one’s symptoms@nghase medication. In reaction to
my surprise that they had missed out the stageekisg a diagnosis and prescription
from a doctor, they usually responded that it weasdrugs that would cure them, so it
was better to not waste time and money and to gipptchase the necessary drugs.
Furthermore doctors were expensive and in some scasgrustworthy; writing
prescriptions for far too many expensive drugs ewen the wrong drugs in order to
keep the patient returning and paying for consoltst Informants said they did not
want to waste money on more medication than thiéywas necessary, so they often
purchased one or two doses, or enough for one ordays, rather than a course of
drugs. People did not want to use one type of dougee if it worked and if not try a
second drug. They considered it much better to taken both from the outset and to
assume that one of them would work, ensuring ar&stvery, and thus fulfilling the
need that everyone has to be cured as quickly eapty as possible. Pharmacies fulfil

this function for patients seeking such a remedpsiVkeep large containers on their
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front desk for ready mixed packets of medicineatlé for the most common ailments —
colds, fever, aches and pains etc.; each packeprising a polythene bag with 4 or 5
single doses of different drugs, with a varietyddferent shapes and colours in the mix.
One rural drug seller explained that clients retpeessommon drugs by nicknames

based on their appearance, such as ‘flying crogeodiil‘white belt’.

Private sector biomedical practitioners in Cambad@ude medical doctors or nurses
with a private practice and drug sellers (bothified pharmacists and unqualified drug
sellers). Practitioners operating in the biomedipatadigm are referred to gmirt
irrespective of their level of training, qualifiecat and experience. This means patients
frequently do not distinguish between highly quedif specialist doctors, medical
assistants, and untrained drug sellers providijexiions; all are considergmiirt. Once

a remedy has been sought fronpart the patient considers themselves to have tried
what biomedicine has to offer. Having this singiéch all category opairt has serious
implications for treatment effectiveness as pasidatn to under-qualified practitioners
for diagnosis and treatment. This in turn has iogtions for trust and belief in the
biomedical paradigm. This problem is particularkaeerbated since the most common
place to seek treatment is in the private sect@HE 2005 data) which is in practice
unregulated (regulation is discussed below). Asudised above, many private sector
pairt are also employed in the public sector. Others wgolg&ly in the private sector.

There are a variety of reasons why the privateosesthe most common first choice for
patients. Firstly, the privaigairt are more likely to be willing to make house caltghe
offer treatment from theairt’'s home thus providing a familiar environment. Sedly,
they are more likely to extend credit thus makimgmh more affordable even if the costs
are ultimately higher. Thirdly, there is often lesscial distance between doctor and
patient, as the privageairt can be a neighbour and have built up a relatignehirust
(Collins 2000). This can be in marked contrastublig sectorpairt who are perceived
as looking down on, and providing lower qualityaafre to poorer patients — although
the same can be true of private seg@airt. Amongst my poorer informants there was a

common complaint that they would need to buy a sevong (skirt) to wear if they
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wanted to deliver their baby in a hospital, otheemhey would be mistreated or ignored
by the staff. Fourthly, as mentioned above, prisaetor providers, with their eye on the
bottom line, are often more willing to meet thdients’ demands for tangible treatments
such as multiple drugs, injections and drips. Onalified pharmacist | interviewed

(who worked as a pharmaceutical sales represeataint as a practising pharmacist)
pointed out that a major obstacle to her runniqgdnarmacy would be the contradiction
between her medical standpoint and making a prbit is she would wish to dispense
the treatment which was clinically warranted (faample, a course of a single weaker
antibiotic) rather than giving the client what thegnted (such as multiple drugs in low
doses). She would not stay in profit as clients id@o elsewhere to receive what they

demanded.

The situation in Cambodia concerning the availgbdif medicines has been described
by a senior editor at The Lancet as one of “phaesuacal anarchy” (Gollogly
2002:794). A WHO study conducted using undercovgstary shoppers at private
practitioners in Phnom Penh found alarming resditee mystery shoppers presented
themselves as seeking treatments for certain dosnar as seeking treatment for
proxies with particular symptoms (as is common ambodia). Results showed that not
only were most of the practitioners giving clinigalwrong advice, in 49% of
consultations the treatments prescribed were patgnhazardous (Roset al. 2002
cited in Gollogly 2002:793). Prior to the Khmer Rguera pharmaceuticals were more
strictly regulated with only over-the-counter drugsailable without prescription.
During the Khmer Rouge period private practices evapon-existent, with limited
pharmaceuticals available only for the Khmer Rocgéres (the new elites) (Ovesen &
Trankell 2010:87). Medicines became one of manymodities, along with food, that
was distributed or denied to people based on #taius in the new hierarchy. Thus
below the Khmer Rouge cadres came ‘base peoplesdttwho had been the rural
population prior to the Khmer Rouge period), andtlya‘new people’, the former
urbanites forced out of the cities at the stathefnew regime). When markets began to
open up in the 1990s entrepreneurs began sellimgsdmany of the pharmacies open

now began this way. The drug sellers | interviewsdten gained their knowledge
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through reading the labels on packets of pharmaadsior through word of mouth from

a relative who was pairt.

A contradictory situation operates regarding phaiesa most pharmacies do not have
pharmacists working in them, and most pharmacistsal work in pharmacies (Ovesen
& Trankell 2010; Kharet al. 2011). Instead, regulations oblige the drug sedidrave a
pharmacist holding the licence for the pharmacy tad pharmacist has responsibility
for safety. The drug seller ‘rents the name’, ihestwords pays a fee each month to the
pharmacist for this service. Qualified pharmacats more likely to work elsewhere (I
found this in my own research, as did Ovesen arhKall (2010)), for example as a
sales representative for a pharmaceutical companin ca public sector hospital.
Although there are regulations, these are weaklackl of enforcement is a serious
problem (Lonet al. 2006). One study found 78% of drug outlets werkcansed and
79% of drugs were unregistered with the DepartnoénDrugs and Food (Loet al.
2006). In practice a patient goes to a pharmaay,sable to buy any amount of drugs —
drugs which elsewhere would need a prescriptianmfa person with no qualifications
or training. If this is not enough of a safety cent and a hindrance to greater trust in
biomedicine, counterfeit drugs are a further probl&he prevalence of counterfeit or
substandard drugs in Cambodia has been reportadidge from 4% to 90% (Khaet al.
2011). They have been found in commonly used deug$ as antibiotics, analgesics
and anti-parasitics (Khaet al. 2011). Antimalarial drug resistance is growing in
Cambodia and counterfeit drugs are considered tonkecontributing factor. This is of
international concern as the spread of resistamatemisinin derivative drugs grows

since this is the most powerful antimalarial agerdilable (Loret al. 2006).

Indigenous health care

The epistemology of Khmer medicine cannot be asyeseparated from other domains
of knowledge (religion, political power, and socialationships), as it can in the West
(Au 2011: 24). Ovesen and Trankell (2010) presemnseful way to think about the

73



Chapter 3

traditional sector of the health care system in Badia. They argue that it should not be
thought of as a parallel medical system to bionmgdicconsisting of an alternative set of
“tools and techniques for curing disease and coadtieg poor health” (Ovesen &
Trankell 2010:6). Instead it should be seen asalth cosmology’ which is broader and
concerns the “maintenance or restoration of thesighi; social, and spiritual balance,
which is the necessary precondition for diseaseésss (Ovesen & Trankell 2010:6).
That is, being healthy and free of illness meansnggbalance and order not only in the
human body and mind, but in wider society and ilatienships with beings in the
supernatural realm. In Cambodia, as in other Sagthasian cultures, poor health can
be caused by a disturbance in personal relatioashristem from the realm of spirits
(Wikan 1990; Fadiman 1997). A person whom you havgered may enlist a sorcerer
who causes you to be ill. Failure to properly hantacality spirits or one’s own
ancestors can cause them to become malevolenkiingsa an illness or a member of
one’s family becoming ill. lliness in this indigam® conception fits into a broader
category of other types of misfortungrah) that can happen to a person. As well as
physical and mental illnesses, this category inetudccidents, failed business deals,
having lost something, house fires, divorce, andrgaa run of bad luck. All these

problems are grouped togethergasahbecause they cause difficulty and suffering.

Natural, supernatural and social domains are atlgdeed to have the capacity to affect
health. Philosophies that have parallels with amgeimost likely influenced the Khmer
healing system include Theravada Buddhism, animasieh Hinduism, as well as the
Indian Ayurvedic and Chinese humoral medical systéAu 2011; Men 1999; Hoban
2002). This incorporation of a wide variety of undhces with diverse theories and
practices reflects the syncretism that characterskgious beliefs across Southeast Asia
(Ang 1986: Au 2011; Men 1999). Buddhist beliefs @aming reincarnation, karma, and
merit relate to health in that a person’s curréniasion (their wealth, social status, and
health) is the result of past deeds and accumulaexit. A fundamental belief that |
came across in fieldwork is that ‘doing wrong/battian’ twer baabwill result in
suffering, either in the actor or a member of tHfamily. Improper social behaviour,

such as a couple having sex before marriage ouahraarrying a nephew without a
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proper ceremony to sanction the union, can angegreaturals, who can in turn cause a

person to becomeill.

Scholars of the Khmer healing system have drawistndtion between two types of
illness: those of natural and those of supernatunigin (Ang 1986; Men 1999; Chhem
2001). However there can be some overlap in thisindtion between natural and
supernatural illnesses. A combination of naturatl aupernatural cures may be
necessary for treatment; the supernatural patiefreatment working to negotiate with
or placate the spirit, i.e. the root cause of thess; and this then making way for a
natural remedy to alleviate the symptoms. llinestemming from nature include mild
ailments which can be treated with plant and anibeded medicine tham Khmer
(Khmer medicine) (Ang 1986) — either in the form @afdecoction or a poultice.
Occasionally natural illnesses can be solved bgmsgiural means, such as the example

given by Ang of an incantation to cure the paimgisonous fish (Ang 1986: 23).

Those illnesses with supernatural causes requseparnatural intervention. If this is
suspected, the first stage requires diagnosis, fagd@um (nemoy or kru, to reveal the
source of the illness. There are three potentigmaies of sources: a spirit, sorcery, or
an ancestor. In these types of illnesses we seevdlyellness links with morality and
proper behaviour. lliness inflicted by a sorcemrdxample, is likely to be conducted at
the request of a jealous person who wishes to lla@mictim. Spirits are generally seen
as either malevolent or benevolent, however even ldtter can cause ill health if
angered by wrong actiotwer baab. This might happen if a person enters the tewrito
of a neak taspirit (locality guardian spirit) and commits askispectful act, such as
stepping on the place where the spirit residess ngering the spirit who then inflicts
harm. There are also some spirits who are inhgremlevolent, and if given the chance
will cause harm such asap andpriey (Ang 1986 gives a detailed account of the many
types of supernatural being$riey are the spirits of women who died as virgins or in
childbirth, they return to cause harm to new matlaerd babies whose fortunes they are
jealous of (Ang 1986: 125-156; Jacobsen 2007: ¥89-1lliness attributable to

ancestors can result from some action on the paiescendants which has caused them
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offence. This could be having premarital sex, @irtdescendants arguing, or failing to

conduct riteslfon) dedicating merit to them.

Just as illness types defy neat categorisationpsalo the types of healers (Au 2011).
Whilst there are those who deal solely with supemah or natural healing, many
combine elements of both in their practice. Durmg fieldwork the most common
groupings | came across werkru khmer memot (medium) yay mob(traditional
midwife), andmonks. The category ¢édu khmerwas then further divided up according
to the type of specialism they hold (the condititimsy treat and the methods of curing).
Kru merl jomngu (kru who looks at diseases) ardlu tnam (medicine kru) were
frequently used interchangeably to refekito who were skilled at diagnosis and mixing
of indigenous plant or animal based medicines. Tiheyht grow some of those plants
around their house or make trips into firay to find the specific tree roots, barks and
other things necessary to prepare medicines. Thaymave acquired their knowledge
through a process of apprenticeship with anothaereaperiencedru, either an older
member of their family or kru with a good reputation. Usually they are learreing
studied from either palm leaf manuscripts, recogiaddwritten notebooks, or printed

books sold in bookshops.

Important principles about the nature of the hunbay are the concepts déat
(elements) anghralung (souls or vital spirits)One category of illness is that related to
the loss ofpralung (Ang 1986; Thompson 2005). There are said to bgrbkung
located in the body, including fopralung thom(big pralung. There is a tendency for
some of theoralungto escape or be called away, which can causesampéo become ill

or act immorally if theipralungare not quickly recovered.

In the course of my fieldwork, when a person walaleng inappropriately, drinking

and gambling frequently, and ignoring family mensheequests to stop, it was said that
the person hadat pralung ‘lost their pralung. During rites of passage, such as
weddings and ordinations - times when the initigfearticularly vulnerable as he or she

is in a transitory stage - loved onjesg die(tie the wrists) tie threads of cotton around
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the wrists of the initiate whilst calling thpalungto return to the body and remain there.
One informant explained, at an ordination ceremahgt the purpose of much of the
decorative accoutrements and ornamentation was #dttactive to theralung,enticing

them so that alpralung were present in the newly ordained monk. This waridble

him to learn and concentrate better as a monkeana more merit. Furthermore, if the
rite of calling thepralung (hau pralung was not performed as part of the wider
ceremony, monks were liable to commit immoral actsh as dressing in normal clothes

to go drinking and dancing.

The concept opralung is related tovinyang the Pali word for consciousness (Ang
1986). Unconsciousness is attributed to the losth@fmajority of one’ralung and
death occurs when all th@ralung leave the body. Some of tipgalung may wander
voluntarily, as happens in sleep (dreams are saitetthe experience of thralung
travelling at night while the body rests), pralung may be chased out in fear, for
example if the person is startled by a loud ndxece out of the body they may be lured
by malevolent spirits and become lost in firay (the forest). Symbolicallypray is
characterised as wild and dangerous, a place wngrerson is susceptible to illness,
attack and misfortune. A place inhabited by numerspirits and wild animals. It is
placed in opposition to therok (the fields, villages and towns) the cultivated! aafe
landscape of the village and fields. The distinttinetweenpray (‘wild’) and srok
(‘civil’) expresses the nature/culture dichotomg,veell as being recognised as a primary
division of the landscape it stands for what is hapmoral, ordered, and civilized as
opposed to what is wild, untamed, chaotic and uliptable (Zucker 2007: 158;
Chandler 1996: 77-78). However, thgray is not always a source of negative
connotations; it is a site of spiritual potency hieih can be a source of danger or be
harnessed for good. Religious hermits &ndwhom | interviewed lived or went to stay
in the forest to meditate, and it was there thay tacquired their knowledge of how to
heal through meditation and dreams, and theirioglghip with their spirituakru. It also
becomes a site of redemption for monks who havé&doraheir commitment to the

Buddhist precepts; they can reduce their sins byitadéng in the forest.
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The physical human body is said to consist of flwmdamental elements deat
necessary for life: fireplerng), water @tuk), earth ey and wind or breathkfjol).
These elements must be in equilibrium in ordeet in good health. The wind element
is of major importance and responsible for mamesises (Chhem 2001; Chhem 2004).
In my fieldwork it was common to hear people complaf gert khjol meaning they
were generally weak and run down. Bodily statehatf and cold also need to be in
balance for good health. The balance of hot and cah be affected by climate and
seasonal changes, foods (which themselves arer éitieor cold — not related to the
temperature they are when eaten but the effect #ineysaid to have of warming or
cooling the body — chilli, bread and mangos forregke are said to heat the body). A
network ofsorsay(conduits, fibres, veins, nerves) are said tosjpan kjol and blood
around the body. Many of the home treatments tteaadirst resort when feeling unwell
are based on the principles of hot and cold balaand balance in the 4 elements,
particularly the flow of wind. ‘Cuppingjup kyol involves the use of small glass
cylindrical jars, a flame is placed near the opgniust before the opening of the jar
touches the skin, this creates a vacuum and tmeislducked up partially into the jar.
This is to reduce blocked flows kjol as they travel round the body. ‘Scrapiggtr kyol

is done for the same purpose. This involves takirgilver coin, or something similar
made of metal such as a bottle top, and then reglgatirawing it over the skin in the

same direction until red marks appear.

Perhaps the most important difference betweenntigenous health cosmology and a
biomedical view is the involvement of social andrigyal relationships, and moral
behaviour and karmic predestiny in illness thatrabti@rises the indigenous view. The
“indigenous Khmer health cosmology is characterisgdhe conviction that illness as
well as actual or potential misfortune is not pnityaa question of the individual’s
physical or biological condition but of his/her egtal position in the wider natural,
social, and spiritual life-world.” (Ovesen & Trank010: 129). Because these social
and spiritual aspects are held to cause illnesg #éine also utilised in the process of
healing, both byru (Eisenbruch 1992) and mediums (Bertrand 2005)s Tritegration
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within the indigenous healing rituals is somethpwyceived as lacking in biomedical
healing. Having depicted key aspects of the Cangodealth care system, | now move

on to discuss family planning policies in Cambaglizce the 1970s.

The history of family planning policies in Cambodia

This final section discusses how population podidiave evolved and the wider political
and economic context that is behind the patteravofution. | begin with an outline of
the policies of the Democratic Kampuchea governn(tbet Khmer Rouge regime 1975-
1979) and the 1980s period in order to provideiatohcal context to the policies of the
state as we know it now — i.e. post the 1991 ttemmsi Policies of the statéAfigkal)
during the Democratic Kampuchea (DK) period appednave been oriented towards
both promoting and restricting reproduction; theeral outcome being to drastically
reduce fertility rates. On the one hand they amdnfprced mass weddings (there is
controversy over whether they were forced or ‘capsed’ - LeVine 2010) and on the
other hand spouses were often separated. In adlditie high mortality rates, overwork,
starvation and psychological trauma undoubtedly ld/chave affected fecundity and
coital frequency. In LeVine’s recent study of mage and birth during the DK period,
she interviewed 192 people who had undergone KhReuge arranged/forced
marriages. She found that 40% reported being tpl&limer Rouge cadres at the time
of their wedding to have sex with their new spoused 30% reported being under
surveillance at night to ensure this instructionswaarried out. These policies of
forced/arranged marriages and prescriptive sexné&wly-weds varied by region, and
increased toward the later years of the DK peria/(ne 2010: 87-89).

In the initial period following the overthrow of éghkKhmer Rouge regime in 1979, the
new state furthered a pro-natalist policy agendadiram 2003; van der Velden & Ping
2002). Little more has been published on populadod reproductive health policy
during this period of Vietnamese occupation otl@ntto say the pro-natalism was in

response to the huge loss of life suffered in tienkr Rouge era (MOH undated). In
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1991 the signing of the Paris Peace Accords brosigtility and peace to the country,
and the UN and other international and bilateranages entered Cambodia bringing
their influence to bear on policy. In 1993 Cambotield its first elections. The
following year UNFPA began its support in Cambodialing in the initiation of the
Birth Spacing Policy (1995and the first census in three decades in 1998 @MANF
2005). Desbarats (1995) describes the governmatiifsde to population matters in the
early 1990s as “largely passive” with the overé#fiéet of this “bolstering high fertility”
(Desbarats 1995: 54).

Since the beginning of this post-conflict phase s{g®91) Cambodia’s policy
orientation regarding population and sexual andodyrctive health (SRH) matters has
gradually shifted towards being increasingly irelinith the ICPD rights-based Program
of Action, and later also encompassing the MillenmiDeclaration. There has been a
gradual building of successively more progressivicies and an emphasis on resource
allocation. In 1994 the National Reproductive HeaProgramme (NRHP) was
established as a separate entity, under the agspicee Ministry of Health, specifically
to deal with the country's RH needs (MOH 2006).haligh it has been reported that
modern contraceptives were available for the filse in Cambodia in 1991 (Hemmings
& Rolfe 2008), the first policy came later with tBé&th Spacing Policy for Cambodia
(1995)(MOH 1995) In this document the Cambodian government advodaedse of
birth spacingmethods as a way to improve maternal health —ptireary objective
being to lengthen birth intervals as a way to redoaternal and child morbidities and
mortalities. Reversible methods of contraceptianale condoms, oral contraceptives,
Depo Provera injections, and IUDs - began to beelyidvailable through the public
sector (MOH undated). The document also acknowkdtiat achievement of this aim
[improved maternal health through longer birth méds] may help to balance

population growth with the social and economic gioaf the country.” (MOH 1995: 3)

Following the results of thd995 KAP Survey on Fertility and Contraceptitime
government acknowledged that Cambodian women watdattaceptives folimiting

their number of births not merely spacing themotRarojects by NGOs were launched
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in 1997 for permanent methods, providing steril@aservices at public hospitals, but
with stringent criteria, including: women under Bfust have 3 children, the youngest
over 2 years old; women over 30 must have miniméiéh children, the youngest over 2
years old; spousal consent; and other criteria) kM@dated). (Administrative barriers

to contraceptive use are discussed further in en&pt

In 1997 Cambodia enacted tAbortion Law one of the most liberal in Asia, allowing a
woman to have an abortion at her request up to degksvinto the pregnancy (and later
for certain cases such as rape or abnormal pregpapmvided the procedure was
performed at a MOH authorised hospital or clinidddomy an authorised qualified
practitioner (MOH 2006). However, the law was sltwbe implemented. As of 2001
the Ministry of Health had developed but not yetegted training guidelines for safe
abortions, therefore no formal training for hegitioviders was available. Furthermore,
knowledge of their right to an abortion as enslttine the law remained very limited
amongst the population, and women frequently souwgdrtion too late in their

pregnancy or after having attempted or sought @aferabortion (Long & Ren 2001).

The regulations which bring the Abortion Law inteality in Cambodia, known as
‘PRAKAS’, were delayed in being issued by the Minisof Health, the body
responsible (Lester 2002). In part this was duac& bf a monitoring mechanism for
private providers, and also a concern that thossady providing abortions (through
biomedical procedures, not traditional abortiongjuld be unwilling to provide the
services in the public sector. (Without a monitgrgystem there is no way of knowing
if those biomedical abortions already being proglidee safe or unsafe). Key providers
of abortion services have been found to be puldtas practitioners who also have
private clinics at their homes. Abortion servicesvided in the private practices were
found to be lucrative for those service provideaad given the low public sector
salaries, it was thought practitioners would notni&ivated to conduct the procedures
in their public sector role, when they could supmat their very low salaries with
private abortion work (Lester 2002). The issuepuddlic sector low salaries and the lack

of private sector monitoring mechanisms are hesdtttor wide not merely RH specific
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(Lester 2002). Lack of knowledge on legality andirses of safe abortion provide
further barriers to women seeking an abortion, andurn drive up the price (an

additional obstacle), as the patient and often pgtevider believe the practice to be
illegal this pushes women to seek clandestine arséfa abortions. This also leads to
women seeking abortions and post abortion care datather factor which increases the
chance of complications. All these factors contigbto the high maternal morbidity and
mortality (Lester 2002; Potdaat al. 2008; Fetterset al. 2008). Since 2005, however,
training of providers in the public and private teechas increased (Liljestrand &

Sambath 2012).

In 1999, NRHP with UNFPA established and trainedetwork of volunteers to be
Community Based Distributors of contraceptives (M@BD6), also known as Village
Health Volunteers. (A further review of NGO implemted RH programmes can be
found in MOH undated). They continue to provideadmms and oral contraceptives, and

relay health information between communities aredpgtblic sector health system.

The National Strategy for Reproductive and Sexual Healt Cambodia (2006-2010),
developed by the NRHP, based its framework on fwinciples “a) human rights and
empowerment b) gender equity c) multisectoral masmips, linkages, and community
involvement, and d) evidence based programming” KMZDO6: iii). This policy united
previously separate aspects of SRH policy (safeharbbod, family planning, abortion,
HIV etc.) into one overarching directive. With tleglicies we see a shift from the pro-
natalism of the 1980s, through the tolerance dhlipacing methods primarily as a way
to improve maternal health, and finally to an ackismgement of the rights of
individuals to choose freely the number and timofgtheir births. The later polices
emphasise the importance of incorporating gendeinstraaming, services for
adolescents, and multisectoral partnerships inrotdemeet the reproductive health
needs of Cambodians. However, other authors hawestigned the Cambodian
government’s commitments to family planning statfpgo-natalist sentiment is often
encountered among decision-makers” (Liljestrand @nBath 2012: 68). Likewise, a

United States government report states that “parhapresponse to the devastating
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population loss during the Khmer Rouge period,gheernment is resistant to long-term
family planning methods” (USG 2011: 1).

Although there have been dramatic improvements, despite these progressive
policies, there continues to be serious cause dacern over the reproductive health
indicators for the population. Levels of maternairtality, infant and child mortality,

unmet need for contraception, sexually transmitigf@ctions (STIs) and HIV all

continue to be high (UNFPA 2005). Although the pi@ls appear relatively up to date
with current international thinking, the governmepéends only a small percentage of its
budget on health (MOH 2004), and a fraction of thisreproductive health care (see
section above on health system). Furthermore, raciowidening access to long-term

family planning methods and abortion appears tslte.

Conclusion

This chapter has presented the context which fohe$ackdrop to the rest of the study.
| included data from several sources, includingosdary data, literature and my
findings from fieldwork. After a general introdusti to Cambodia, | outlined
demographic trends through reference to the pdpualglyramid from Cambodia’s most
recent census, the General Population Census ob@#en2008. This highlighted the
sizable demographic impact of the Khmer Rouge ledascribed the health situation in
Cambodia, which although poor is improving, butre@asingly characterised by
inequalities in health. A large part of this chaptes devoted to the health care system.
Following from the theoretical framework discussedChapter 2 (Kleinman 1980), |
analysed not only the formal biomedical servicevmion of the public and private
sectors (which Kleinman terms the ‘professionat@®g but also the indigenous health
cosmology which incorporates the traditional heslsuch akru Khmerandchmop(the
‘folk sector’) and the beliefs and practices of iduals and families (the ‘popular
sector’) (such as ‘tying the wrists’ to keep onptalung, or ‘cupping’ to stimulate the

flow of the wind element in the body). The impoitgoint to take away from this
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chapter is that these three overlapping realms hef health care system — the
professional, folk and popular sectors — togetbenfthe context in which people make
decisions about maintaining and restoring healthiei®this, it is also the context within
which people make decisions regarding contraceptigéhods: as Chapter 5 will show,
modern contraceptives are viewed as originatingfiee biomedical realm but are often
interpreted through the lens of indigenous medlwaliefs. After outlining the key
features of the pluralistic health care system,ct@pter ended with an examination of
family planning policies and programmes from théd®to the present. The following
chapter will look at fertility decision-making, séting patterns of childbearing within

the socio-cultural context.
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Chapter 4

Khmer reproductive models

At the crux of this thesis is an explanation fog fhattern of contraceptive use amongst
Khmer women. In order to examine motivations fod aygainst contraceptive use,
which chapter 5 discusses, it is essential to pig into the broader context of
childbearing. The decision of whether or not to assntraceptive method is part of a
larger decision-making process about childbearifgis chapter looks at fertility
decisions of Khmer women and men, paying particaléention to the sociocultural
context of decision-making. It aims to explain hparticular models or patterns of
reproduction occur within a local culture, suitedthe specific local context and social
organisation, - the political economy, gender fefet and kinship. It examines how
changes, such as employment conditions, createnmativations which in turn affect
fertility decisions. By bringing into the thesisdéscussion of the political economy,
gender relations, and the kinship system, this teneglso presents an understanding of

aspects of the social context which will be buiitio subsequent chapters.

The results presented in this chapter are basegriomary data collected through
participant observation and informal and semi-stmed interviews, as well as
secondary data from the Cambodian Demographic aaitiHSurvey (CDHS) and other
sources. Fertility in Cambodia is declining. Théatdertility rate (TFR}* for women
aged 15-49, fell from 4 to 3.4 in the 5 years betwé¢he 2000 and the 2005 CDHS
survey (NIPHet al. 2006). Median age at first marriage among Cambodiamen “has
remained stable over the last two decades, at &tbyears of age” (NIPHt al. 2006:

98). This indicates that the decline in fertility Cambodia is due to a decline in marital

2 The total fertility rate is a common measure dfilfgy. It is defined as the total number of bistia
woman would have if she survives to age 50 and rexpees the current age-specific fertility rates
(ASFRs) throughout her reproductive life. A TFR34 indicates that if ASFRs were to remain constant
a Cambodian woman would bear 3.4 children in Hetithe.
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fertility, rather than a rise in the age at mareiggnd a subsequent reduction in the

period of exposure to pregnancy).

The demographer Ansley Coale stated that “Predonditfor a sustained decline in
marital fertility are: 1) that fertility must be thin the calculus of conscious choice; 2)
reduced fertility must be perceived as advantageans 3) effective techniques must be
available.” (Coale 1973: 53). In other words, befonarital fertility declines, people
need to be aware that controlling fertility is gstion, they must be motivated to do this,
and they need to be able to access methods forodorg fertility. In this chapter |
discuss the extent to which Coale’s first two pretibons are met in Cambodia.
Subsequent chapters of the thesis focus attentiothe last precondition — techniques

for controlling fertility.

The chapter is structured around three sectiomsntimber of children, the gender of
children, and the timing of children. Throughoutede aspects of decision-making are
discussed in reference to specific demographicggotliogether these three aspects of
childbearing — the number, gender and timing olidcén - give a picture of reproductive
models in Cambodia. The first part of this chapweks at decision-making with regard
to the number of children people have. It puts fmvinformants’ explanations of how
many children they would like (or would have likedgnd the advantages and
disadvantages of having few or many children. Pdoicuses on informants’ discussions
about gender, and their motivations for wantinggiders and sons. Son preference in
South and East Asia has been shown to slow dowtlitfeideclines and increase
discrimination against girls at higher parities rden et al 1998). This literature is
discussed with reference to my own data for Candbdeturt 3 highlights the issue of the
timing of births within the life-cycle. Findingsluistrated in this section demonstrate a
particular pattern of early childbearing, with fitsirths occurring soon after marriage

(usually within the first 2 years).
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Part 1: The number of children

This section of the chapter looks at how peoplmmatise the number of children they
have, would like, or think is appropriate for otlp&ople to have. It is structured around
themes which emerged inductively in the course esfearching informants’ fertility
desires. Firstly, the issue of ideal family sizeliscussed. Secondly, the way wealth and
resources affect fertility decisions is covered:wha@&hanging employment and
educational opportunities are affecting the costshddren, and the trade-off between
what demographers have called ‘quantity’ and ‘dquallhirdly, Part 1 looks at the idea
of larger families as being important sources ok@oand social protection. Fourthly, |
examine the idea of lineage continuation and kmsl® motivators affecting fertility.
Fifthly, old age dependency is discussed. The sikdme highlights the present day
effects of the extremely high infant and child natity experienced in the Khmer Rouge
era. Finally, the last theme of Part 1 covers frrtchoes of the Khmer Rouge trauma

and genocide on people’s attitudes to childbearing.

Ideal family size

The DHS collects data on the ideal family sizesla hypothetical measure created by
asking women without living children how many chéd they would like to have if
they could choose the number of children to haveméh with living children are asked
how many children they would like if they could gack in time and choose the number
of children to have (NIPHt al. 2006:113).In Cambodia the mean ideal family size of
currently married women was 3.3 children in 200% ts a gradual reduction from 2000
when the figure was 3.6 (NIP&t al. 2006). Younger cohorts want roughly 3 children
(15-19 want 2.8, 20-24 want 2.9, 25-29 want 3.1)Pf et al. 2006). As is to be
expected higher parity and older women expresséuglaer ideal family size than
younger, lower parity women. This could be due |ute post rationalisation but
informants frequently told me that they believed founger generation in Cambodia
today wants only 2 or 3 children, and fewer thaevigus generations of women. Of
course it is difficult to ask hypothetical quessoto women of older generations who
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had not had the option of contraception at the tiemed who now have children.
However, some women did say to me that they didwzott the children they now had,
and if it had been possible they would have stomtedsmaller number. But whether all
are ready to admit something like that to somedse er even to themselves is a
complex issue. Rationalisations of one’s situaticmmade after the event, which makes

this hypothetical number troublesome to interpret.

Another problem with the ideal family size conceptthat it is fluid and relative.
People’s desires for children change dependindiem tircumstances. Anthropological
demographic work on fertility intentions in Sub-&sdn Africa has shown that
“reproductive action responds to conjunctures #merge - often unpredictably - over
time” (Johnson-Hanks 2007: 1038; Bledsoe 2002).s&heuthors have shown that for
their respondents, the number of children is nateatral issue, rather women are
constantly reasoning about whether to have a cimddv given their current
circumstances. This explained why many women @@figld sites of those authors) did
not give numerical responses to questions like ehos ideal family size. In my
interviews with Cambodian women however, resporglargually had no problem
giving a numeric response to me when | asked howynchildren they would like or
how many children they think is best for a famiytave. At the same time though, this

contingent nature of fertility decisions was appéras this interview quote reveals:

Interviewer: “Do you want any more children?”

Respondent: “No, | don't want any. | don’t know...cheise no money. If | was rich
| would want. Right now I'm not. In summary, | domant to.”

I: “If you became rich, how many children would ysant?”
R: “Yes | would want. I'd want 4 or 5 children, lifhad the money. But | don't

have. Just a drearddyk srorma).” (female, 40s, 2 sons,
urban site)

Between the two rounds of the CDHS surveys there lieen an increase in the
proportion of women able to give a numeric respdosthe ideal family size question
(from 93% in 2000 to 97% in 2005) (NIS & ORC Ma@a01; NIPHet al.2006). This
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shows that the idea of deciding to have X numberhdtiren is a familiar concept. This

is possibly a result of widespread promotion of ifgrplanning messages in the media
and through personal diffusion of the idea, asrmints widely reported that such
family planning promotion messages had proliferatethe last 10 years. However, it is
likely the idea of consciously controlling one’srtfiity has long been present in

Cambodia.

Whilst reproductive aged women and men | spokeeteegally found it easy to quantify
how many children they wanted and the sex of tlubslelren, this was not always the
case for older womenn informal conversations, some women (aged ovérta@ed
about having babies ‘according to nature’ and ‘agicg to your lineage’, and not as a
choice or decision to be made or even thought aldwdse were women who had had
most of their children in times when modern corgpmn was not widely available in
Cambodia. The number of children one had (when mmod®ontraception was
unavailable) was regarded as being ‘according to fioeage’. This was seen to be an
observed fact, that ‘by nature’ certain lineagesengarticularly fertile and others less
so. However, other women of this generation dismtigssing traditional methods of
birth control, such as withdrawal, traditional n=de to ‘dry up the womb’, and
traditional means of abortion (chapter 6). Giveat ttme practice of abortion is depicted
in bas-reliefs carved on the walls of thé"X2ntury temple Angkor Wat (in Siem Reap
province) (Pottset al. 2007), this suggests that Khmer women have hestlyi had
ways of spacing and limiting their childbearing.ughit is likely that in Cambodia the
idea of limiting births has long been within pedpl&alculus of conscious choice’ (to
use Coale’s term), even if doing so is accompatgdsevere risks and moral and
religious taboos.

After having discussed the concept of the idealilfagize in Cambodia, | now move on
to discussing those themes that emerged througdwisek and analysis that influence
people’s reasoning on the number of children theuld like. These are the factors that
make having few children or many children advanbageor disadvantageous. In the

order that | discuss them, the factors are: wealtiployment and the costs of children;
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large families and power; lineage continuation; @i dependency; child mortality and

the need to replenish Khmers.

The costs of children

In this subsection | consider how people’s perostiof the costs of children are
affected by their socio-economic circumstancesstuks in turn the issues of wealth,

employment, and education.

| found the perception that having many childrerainuclear family being associated
with poverty was widespread in both my rural andanr field sites. High fertility was

seen as something that kept you in, or would sendinto poverty, partly for the costs
of raising a child, and partly because the parengnly the mother, would be limited in

their capacity to generate household income. Maprural neighbour lamented:

“Before it was easy. Children didn't need so munbw we have to buy everything
for school — uniform, books, give them money foersging. When our daughter is
15 she expects to put on moisturiser, wear beautifthes, ride a motorbike, so
many things. And we don't have the money”. (femdlgs, farmer, rural site)

Chantha, a middle-class, educated women, said borgedimilar:

“Like the era of my parents it was easier. Why? &se then people were equal
and they didn't really see ‘high up’ [riches/wealtifestyle]. We had enough, more
than others, enough. Seven or 8 siblings and adlied. If it was now, they see
others and just get jealous of them. But before,aasy easy just go as normal
‘taam g'low toah'follow the parents’ advice.” (female, 50s, touidg, urban site)

Whilst there is some use of rose-tinted glasseswftecting on the pre-Khmer Rouge
Cambodia, the rise in consumerism over the lasy&dys has created pressures and
inequalities that previous generations had not kntavthe same degree. Women have

also entered the work force in new ways and greaterbers.

In Cambodia in particular, and South East Asiae@negal, women’s economic role has

long been noted (Atkinson & Errington 1990) bothtémms of productive household
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work and earned income. This is true in both ramad urban households. Women'’s
labour force participation in 2008 was 76% (mer0s886) (NISet al. 2010 using 2008
census data). In 2008, 72.1% of employed peopld ager 15 worked in the primary
sector (agriculture, fisheries and forestry) andwafrking women 75% were in the
primary sector compared to only 68.7% of workingnmén total, there were more
women working in the primary sector than men (EtSal. 2010; UNDP 2010). These
figures seem to suggest equality. However, muchiarhen’s labour is unpaid on family
farms and traditional gender segregation of rolsipts (NISet al. 2010; LICARDO
2004; also | observed this in the rural field 9it&xty one per cent of women (over age
15) in the labour force were unpaid family work@ass et al. 2010), that is “a person
who helps in the running of an economic enterpoigerated by a member of his or her
family without payment of wages or salary” (NIS Z0@1). A further 25.3% were ‘own
account workers’ not employed by or employing argyena majority of these work in
vulnerable jobs in the informal sector; that isckiag job security, benefits, and
representation, and with poor pay and conditionS (@t al. 2010). Only 14.0% were
employed in waged work. Men were more likely to ibepaid employment or own
account works than women, and less likely to beinpaid family work (NISet al.
2010).
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Figure 4: Employment by status and gender amongstged 15+ in 2008
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In my rural field site, husbands and wives gengradbrk on the rice farm, this is the
back bone of subsistence families - every househektls rice. Men, | was told, take
care of the physically harder work, ‘the heavy woduch as ploughing, operating
machinery, digging irrigation barriers and channpelad managing livestock while
women do ‘lighter’ farming tasks such as takingecaf seeds and harvested rice, and
weeding. Although from my experience from participabservation, women were the
majority of participants in the physically demargliwork of transplanting and
harvesting of rice, people considered this ‘lighg’cause it did not involve heavy lifting.
The tradition ofjoel die (entering hands) involves the exchange of labathimva social
network. In the transplanting and harvesting sesgoeople work in large groups and do
the task of transplanting or harvesting one familjelds at one time — perhaps taking a
few days if they have many fields. So friends, ignaind neighbours in one’s social
network will be called upon to ‘enter hands’: foreey day that a person works for a
family, that family will owe the worker’s family day of work in return.
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As some families’ incomes have increased since 119@0s, often due to a family
member taking paid employment in nearby urban SReap, some families have
become richer. In many cases they choose not ltintthe fields, and using their extra
income to pay someone to work for them, thus nagatie need to owe anyone a day’s
work. Under the traditional system, having a lafgmily is beneficial. A family of
twelve members working for 1 day can do the samefasnily of 4 would do in 3 days.
Some of my poorest informants explained this ldgiene as the reason they wanted a
large family. However, in the second system, whewsene land owners are buying
labour, the system seen in villages around SiempR#®e vast majority of people
believed (as they could witness) the economic ataegnto lie with the smaller families
— the ones who had sent their children to schodlreow had salaried jobs. Furthermore,
they saw this education route to social mobilitysamething that was unaffordable if a

family had many children.

In urban households, many working women saw therasehs too busy to afford the
time for having and raising many children. A gemdedivision of household labour
means that women tend to be solely responsiblecleaning, shopping, cooking,
washing clothes, and caring for children and eldezlatives, as well as any paid work
they have outside the home. Men commented thaast two feminine if they even pick
up a broom and sweep — it would be un-masculineaBse of the lack of refrigeration
in most households (and a desire for fresh ingresiamong those with fridges), urban
women travel to a market almost every day to buyddients for cooking. Such
activities take up a considerable amount of tinwe. fAiddle-class women some of this
burden is reduced by employing young female liveviaids from rural areas around
Siem Reap. According to informants, these (Cambmdisigrant workers are generally
paid very little, often it is the girls’ parentsathare paid, and they are on duty at all
times, except perhaps a yearly visit home for a fdays or to help in the rice
transplanting season. The working conditions wépend solely on the benevolence of
their employer. Because of their poverty and latlogportunities, their parents are

willing to send them into these jobs in returnlftite more than food and board.
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In extended family households grandparents or ctitings may take on child care and
domestic work, or if they are wealthy they willdlly have servants too, but in a nuclear
family household if the mother goes out to worlaiformal paid job (and income allows
it) a maid would be seen as essential. This findmgors Yeohet al!s (1999) findings
from Singapore where domestic work and care wadditionally undertaken by the
extended family, had been delegated to foreign dtimevorkers, who were seen as a
necessity not a luxury, allowing women to go outvark and have their motherly and
wifely duties taken care of. Yeoh and Huang (20IP:Boint to an emergence of a
“crisis of care” as rigid gender norms persist gkide changes of women entering the

labour force. A crisis solved by the live-in maid.

The strict gendered division of household laboupliap in Cambodia and creates a
similar context to Singapore. The vast inequalitiresvealth between some rural and
urban Khmers, and Singaporeans and other SoutAsasts allows this to happen and
is creating an underclass of invisible female woskeho, because of their poverty and
lack of education are trapped, usually escaping timough marriage. The wealthier
parents, rather than thinking they can afford mchigdren, as the maid is caring for
them, are more inclined to think there is no litoithow expensive a child can be: what
is deemed ‘necessary’ for a child in a wealthy nrBeem Reap family will differ vastly
from a rural family. Wealthy parents in urban Si®®aap consider the expenses of, for
example, private schooling, extra-curricular atiédég, higher education abroad and
foreign holidays when they decide how many childtezy would like. So, in summary,
even wealthy families are likely to see economasoms as a prohibiting factor on the

number of children they have.

As Cambodia changes from a traditional social sydteilt around subsistence farming
to a more urban, capitalist system embedded ingkbleal economy, parallels can be
drawn with Caldwell's 1982 theory of intergeneraab wealth flows. He theorised that
as development occurs, children change from beaingcanomic benefit to an economic
burden, and so motivation for high fertility chasge a desire for low fertility

(Caldwell, 1982). In a ‘traditional’ system wealtlows from younger to elder family
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members motivating high fertility, but when eduoatand related employment becomes
important for income, wealth must flow towards dhén to support them through
schooling. Cambodia is in a transition, and thgeseof this flux are uneven throughout
the population: | observed both patterns of wethitlv in Siem Reap families, and even
within the same families. It is usual for adultldnén who are earning to give gifts of
money or items such as clothing and food to thanepts, particularly at the regular
religious festivals, or simply when visiting thefriends of mine commented that they
rarely visited their grandparents as it was so egpe, ‘every time you go you have to
buy them something!” Many young nuclear familiesSiem Reap face a double burden
of supporting their children to school leaving ajaround 20 and beyond, whilst at the

same time, supporting or subsidising their own pigrand grandparents.

Another dimension to the ‘costs’ of children is titae and effort involved in raising

them.

“People in the older generation they take 12 chitdso that is why they cannot
look after them all; they did not raise them we#leme lived and some died. But
we take a few children we have enough time to lftde them.”
(female, 42 years, 3 children, urban site)

This quote from a female market trader highlight®@ognition that there is a balance
between having fewer children and being better abtare for them adequately, and the
effect of this on child survival. Some informantkaowledged that people, or at least
educated people considered tonaak jeh dundgknowledgeable/educated people’, now
had knowledge of how to care for children succelgsfthat previous generations did

not - such as better food, hygiene and medical care

Beyond wanting fewer children in order to enstheir survival (infant mortality is
discussed below), was the matter of how those @rladvould be raised. The issue of
different modes of raising children and the coroggpng investment required was
mentioned, particularly by urban and educated méorts. They distinguished between
‘jenyjum — raising children in the sense of supportingfinially, nourishing and taking

care of them— andrbrum- bringing up children by educating and encultimgtthem.
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“The educatedeak dail jeh dung'(the people that know) want few children

because they are busy with their jobs. And theytw@iave the time tootb rum

(bring up) their children as well. If [they have]l@ of children they won’t have

time. But the people who are free [have free tintikg in the countryside, they

have a lot of children because according to thedteustanding that when the child

is young, they are the one to look after the chilldey can jenyjum (raise) them.

Just have them, raise them to live. But raise tHidmn what? It's in difficult

circumstances.” (Female, 59 yeardjittl curban site)
This quote from a tour guide and grandmother cagttine perception and something |
witnessed in practice: that the more educated pmiewest more time and energy in a
certain way of bringing up their children - teadhithem after school, having
conversations with them, showing them how to daghi— a kind of effort to instruct
and impart knowledge that some informants talkesugalas lacking in the parenting of
the uneducated. | observed that in many differ@hieses as | tried to learn to cook
Khmer food, to do gardening, to do rice farmings tiorm is for people to let you watch
them, rather than for them to instruct you. It vin# down to your innate abilities how

well you will pick it up — how poo gair’ you are (good at or skilled at something).

This theme of different types of mother to chilteiraction placing different demands on
the mother has been gained in studies elsewheidnéet al. (1991) conducted an
observational study of child-rearing in Mexico amehntified the frequency of types of
interaction between mother and child in two grodg&ering in education level. They
found mothers with some education interacted wWighrtchildren in a more ‘instructing’
style — facing the child and talking directly toeth, and mothers with no education
interacted with a more ‘nurturing’ style — holdiagd soothing. They found the former
style of interaction to be more demanding and taoesuming for the mother, and thus
suggested this would create a desire for loweliilifgrt The educated women had
experienced the adult/teacher-child/student redatip in the classroom and thus it was
possible for them to have this instructing stylepairenting at home (LeVinet al.
1991).
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This subsection has discussed what my informantsidered to be the costs of children,
and how these affected their desires for smalléarger families. It has examined this in
the context of work for urban and rural familiesSrem Reap, including processes of
changing patterns of work. Farming systems in rarahs are changing from one based
more on ‘entering handgbel die to one more reliant on paid employment. | have
discussed how the gendered division of labour améhoneans that maids from rural
areas are perceived as crucial to wealthy urbanemowho work. | have also discussed
how different perceptions of parental investmeféafperceptions of the non-financial
costs of children. | have considered how theseeudfft circumstances of employment
and wealth and the attitudes of those with edunati@ate different motivations with
regard to family size. | now move on to discussiisele of power and large families,

and the social benefits that some perceived aswsitggrfrom large kin networks.

Big families and power

Amongst older generations there were mixed viewsutlvhether a small or large
family was preferable. Some recognized that a biding group could provide
advantages beyond labour supply; there could bmésss links, but also a large family
could provide protection. People would think twadgout attempting to take advantage
of someone if they knew that person had the weaghatlarge kin network to call upon. |
was given the examples of land disputes, somegmgtto shift the border of their rice
field to encroach on their neighbour’'s land, or some wanting to close a public
footpath running through their land. Anyone wantiogattempt this kind of activity (or
oppose it) would be less inclined if they riskedsefting a big vocal family. Older
generations in Cambodia have lived through genoaitt civil war, where social and
familial bonds have kept them alive, not protectioom the state. Family are also the
people you fall back on in hard times, they mayphgu out in various ways: loans,
childcare, food, medicine etc. If a health shodis i family, unfortunately, the mutual
aid bonds of thgoel die system are of no use, they only work on an exchdragis —

when someone is out of the work force (throughesk) they are out of the mutual
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exchange network. With no government welfare, thiy options are sales of property
(the typical form of ‘savings’), money lenders afaunily. People also talked of the
desire to be a member of a large sibling grouptlier camaraderie and love. Others
talked about the splits and rivalries within adutling groups.

In terms of securing paid employment a person’sasoetwork, mainly kin, are crucial.
Having aksair (line, string, or rope) is considered importamaft essential in obtaining
a job. It was repeatedly said to me that withousair there was no hope of gaining a
good job. Numerous examples were cited: how therspced deputy head of a school
had been surpassed as head-teacher by the youngfsam education department
administrator; how it wasn’'t worth applying for thabs advertised outside hotels as
everyone knew the job would go to relatives ornde of those already employed. And
many informants had secured their own jobs throtlggse kinds of connections,
including people who had migrated to Siem Reap fodiner provinces. These patronage
networks have been cited in the Khmer literatura &gy feature of Cambodian social
organisation (Chandler 1983; Derks 2008). Whilstorimants recognised that the
benefits that could be gained from onk&air depend on the power of those within it,
they also saw the number of people in orksair as important. A larger network would
spread wider and deeper into more areas of lifel (gectors of employment) thus
creating more potential for opportunities. Brick@D07) and Derks (2008) both stated
the importance oksair for finding employment. In both field sites it wasry common
for adolescents to live with relatives (other thaarents) in order to attend a better
school, or gain training or employment not ava#sipl their natal home. This subsection
has covered the issue of kin as an important safreecial protection and as a source
of securing opportunities, and how these issuede@l|to desires for larger families. |

now move on to the theme of lineage continuation.
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Lineage continuation

Informants reported a desire to have children geoto carry on their lineage, whether
this was through daughters or sons. No informanzressed a desire to have no
children, and people found it strange that anyorghtirwant to have no children. Older
women often asked me: ‘Aren’t you afraid you'll cydur line?’ curious about why |
had been married over 2 years and had no chil@eral informants in particular (both
older and younger) raised the issue of ‘ending theeage’ as a concern to them. They
used the phrasedaik booich(cut the lineage) andnong dtrorgoal(to represent the
family line). | will now briefly introduce the sysin of kinship in Cambodia in order to
contextualise the meaning of this concern withtiogtthe lineage’.

The descent system in Cambodia is one of bilatwghatic kinship, in other words
kinship is ego-focused and branching from both itiegernal and paternal side. All
cousins (first, second and beyond, if they are knjoave addressed in the first person by
the kinship termsbong if elder and bun if younger. These kinship terms are also used
between siblings (and between husband and wife aftarying) thus giving strong
emphasis to the close nature of this bond betweesits by putting them on equal
ranking with siblings and spouses. In contexts wheardistinction is made between
cousins and siblings the phrases usedl@rg p’oun bongert(birth siblings) andbbong
p’oun jee doun mooaysiblings of one grandmother).

The kin group descending from ‘7 generations ofeatars’ are recognized as a
theoretical concept encompassing all who can beidered kin. From ego to parents is
1 level, ego to grandparents is 2 levels and thisontinued until the 7th level, then all
descendants of that ancestor 7 levels back aradedlas kindred. In practice such a
large kin group is never kept track of in its egtlyr More likely the descendants of great
grandparents will be acknowledged and known inger$he nature of the relationship
with kin is down to the individual, affected by penalities and proximity. Beyond first

cousins there is a tendency for it to be rathehhaprd as to who is kept track of and

recognised as kin, with some families keeping ctessewith more distant kin and others
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not. Cambodia has an uxorilocal residence pattkat,is, newly married couples tend to
move in with the family of the bride, and groomaue their natal village. This means
that in rural Cambodia many members of a villageléely to be related through their
maternal side. In my rural field site the uxorilbcasidence pattern was said to be the
norm but there were also many instances where pipesite happened and the bride
moved to the groom’s natal village or home. Whéis was the case there tended to be
a reason pulling the couple to the groom’s natédge, for example, the groom had land
or employment in that location.

The concept of ‘7 generations of ancestors’ is epated in many rituals | witnessed.
The spirits of those 7 levels of ancestors areedallpon in life cycle rituals to seek
blessing and protection. For example in the cergmion a new born baby, the 7
generations of ancestors are called upon to beeptresd are offered food and drink.
They are called upon to be present in order tmdhice the baby to them and to give
blessing and protection to the child. From an epecspective, dead is not dead; a
person’s body dies but thepralung (soul or vital essence) continue to exist. Thsra
culturally specific importance to the need to halescendants that stems from the
Buddhist belief in rebirth. This, together with thelief that when a person dies their
descendants can earn merit for them to improve theinces of a better rebirth, places a
particular salience on the fear of cutting the dige. People believe they need their
lineage to continue on after they have died othewhere will be no one to sacrifice
offerings to them when they have left ‘this lifdBy extension, if a person has no
descendants, all their ancestors are potentiallgcisfd by the reduced number of
descendants able to earn merit for them too. Thisection has looked at the way
Khmer kinship and Buddhist beliefs regarding eagnmerit and rebirth create a
pressure to have children in order to continu@@age. The following subsection moves

on to the issue of children as care providers dnagje.
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Old age dependency

Another theme that occurred in discussions on famsite was the issue of children
caring for and supporting their parents in old ageidea that | found to be prevalent in
fieldwork, among young and old informants, wasittea that it is good to have children
whilst still young, in order that the children whble old enough to care for the parents
when the parents become old. Also common was #eetitat having many children can
spread the burden of care and financial suppod, iagure against the possibility of

some children being unable or unwilling to proviusp.

“[When they are old] the child supports them. Tisay if one child, for example,
like me, one child, if that child is nogrool (easy, good), you don’t know where to
find more help, they think like that. That is oneyw They think 2 or 3 or 4
children, if you cannot depend on one, you caroganither or another. If you have
5 or 6 you will have a good one [one who will bdliwg and able to help them].
Why? Because in Cambodia it's not like in your Ukhere the state will pay
attention to you and look after you, doctors eterd;l no. The family looks after the
family. The mother looks after the children, thddien look after the mother”.
(Female, 60s, tour guide, urban site)

Towards the end of my fieldwork, | was interviewiagraditional birth attendant when
someone came over to report that an old man freenvillage had just committed
suicide. The story was relayed that he had no @nldnd had been sick for a long time.
He never recovered so had hanged himself. His wéf@ children from a previous
marriage, and her grandchildren had looked after, ltiooked for him and given him
medicine. But he did not want to burden them, esfigcsince they were not his own.
Whether or not this was the reason, this was hosvrtarrative was given by his

neighbours.

“For people without children it is really difficulhen you are old, even if you have
property, enough property to live off. When thegdmae old, 80 or something, they
can’'t walk, and if they take their neighbours toneoand live with them, it’s like...|
don’t know. It's not like your own children you gawirth to. Old people are bad
tempered. For example, if someone came to live migh she is not my child, then
when | die | will leave her my belongings, my houggatever. Someone else is not
close like mother and child. Our own children, heaerewe swear at them, scold
them, hit them....they don’t easily leave their motteand the mother is not easy to
leave them.” (Female, 59, teacheranrite)
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In the Cambodian context, where only a small migooi people have pensions, it is
clear that relying on children for support in olgeas a factor influencing childbearing

decisions.

Child mortality

Related to this idea of having children for yourelage, is the need to have enough
children in case of child deaths. Rural familiestipalarly said that having only 2
children would be too great a risk as they maywiidle young. (Of course, it is also
possible that children may die once the parentgpasé reproductive age.) The legacies
of the Khmer Rouge era (1975-79) still have massiigoes in the present day. In my
field sites most mothers over 45 that | met had Bisleast one child. The infant
mortality rate was something that everyone had eempeed in some way and continues
to be an ever present shadow: every respondent &ameone whose child had died. In
the 2005 CDHS under-5 mortality was 83 deaths p@d0Llive births for the preceding
5 year period.
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Figure 5: Under-5 mortality trends in Cambodia 19752005
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Source: CDHS 2000 and 2005 (after NIPH et al. 2006: 125, Figure 11.4)

Using the reproductive histories data in the CDHBBQ® the under-5 mortality was
estimated at 242 deaths per 1000 live births inpieod 1975-1979. That is to say,
almost a quarter of babies born in the Khmer Roteges died, and even this extremely
high rate is an under-estimation due to the truonatffect: the oldest cohort questioned
aged 45-49 would have been only 25-29 years duhisgperiod — and thus the figure is
missing the information of the cohorts who wereeolthan 30 years in 1975-79 (CDHS
2000). As figure 6 shows, women over 30 have higheels of under-5 mortality
amongst their childrenThis huge proportion of under-5s dying in the Khnkauge
years, happened to women who are the grandmotimerajen now. So their children
(who have missing siblings, some they remember) rene reproductive aged and
having children. Although under-5 mortality has ajhg reduced between the period

1975-79 and now, it remains at a high level.
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Figure 6: Under-5 mortality by mother’s age at birth in 2000 and 2005
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Whilst on the whole under-5 mortality has decreasgdthe upper age group it has
increased. This is probably related to who thosmam are in the 40-49 year old group
and how this has changed in the 5 years betweesuveys. The trend has been for
people to limit the number of births but still haekildren young, so there are fewer
births at older ages. Most likely, as it has becemess of the norm to have babies in
older age groups, this cohort of 40-49 year old worm 2005 are a select group of
women, probably poorer and more rural than averdgeace the higher rate of under-5
mortality. This subsection concentrated on infant ehild mortality which was
extremely high during the Khmer Rouge era. Whildtas declined since this period, it
continues to be substantial. Parents do not takgrémted that their children will live to
adulthood, particularly rural and poorer parenttsoAnot all child deaths happen at
young ages, they may occur when parents are bapmndductive age. It is very hard to
assess the extent to which the legacies of the KIRaaege impact on fertility decisions,

but those deaths are present in people’s cons@sasand that sense of loss is passed on
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to the next generation. The following subsectioil discuss the final theme regarding

factors that influence the number of children pedpve.

The need to replenish Khmers

Related to the high child mortality in Cambodiaigecognition amongst informants that
a large proportion of the Cambodian population diedng the Khmer Rouge period.
Amongst a few older Khmers that | spoke to (over 6Q) there seemed to be a feeling
that Cambodianshouldbe having many children, almost as a patriotioydiihis duty
was reported to be particularly necessary for @haps only for) wealthier Khmers
‘who had the means to support many children’. fr@natalism has historical reasons.
In particular, it relates to the regime of the Khniouge from 1975 to 1979 when

nearly quarter of the population lost their livbst{veen 1.5 and 2 million people).

“The Khmer were nearly all ‘consumed’, now we shibtrly hard to have a lot of
children, to increase our numbers” enflale, 60s, tour guide, urban site)

This quote is from my landlady, after knowing | wassearching contraception.
Informants talked about their fear that the Khmexynyet die out altogether or the
country may be taken over by either Thailand ortnaen, who were seen to be
historically and continually a threat to the bosland sovereignty of Cambodia. The
exact population numbers may not be known by mdmy,it was known amongst

respondents that the population of Cambodia is Isomahpared to their much more
populous neighbours. The most recent populatiosusss put Cambodia’s population
at 13,395,682 in 2008, Thailand’s at 60,916,442000 and Vietnam'’s at 85,846,997 in
2009 (UN 2011). There are on-going border dispoted®oth the Thai and Vietnamese
borders (the Thai dispute leading to recent fightind a Hague tribunal). Khmers that |
spoke to place this current state of affairs intmatext of Khmer history which has seen
the golden era of the Khmer Empire reduced in #i@am covering most of mainland

Southeast Asia in the £Zentury to its present size today. | found thisdkif talk to be

a common subject matter but in terms of talkingudtmme’sown fertility, people raised

more practical concerns; the economic costs ofdadml, the daily struggle to earn a
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living and whether they had ‘the means to raisemth®mok precedence (discussed

above). Chapters 3 and 5 discuss pronatalist sentiamongst policy makers.

Part 1 of this chapter has addressed several thédmesome to bear upon people’s
decisions regarding how many children they woule lio have. The themes were
identified during fieldwork and subsequent analyfigieldwork data. Part 1 began by
discussing the concept of the ideal family sizielh moved on to examining the factors
that emerged as important to people when refleabimghe number of children they
would like and consider desirable. These factoreewthe costs of children, and how
this varies depending on socio economic circumssnand differing attitudes to

parental investment; power and social networks tate with large families; lineage

continuation; old age dependency; child mortakityg the idea of needing to ‘replenish’

Khmers given the huge loss of life during the KhiReuge period.

Part 2: The gender of children

Part 1 has discussed different factors which afbeciple’s attitudes toward the number
of children they want. Part 2 expands on this lmkiog how gender norms in Cambodia
affect fertility decision-making, especially thesite for children of a particular gender.
This section of the chapter is structured arouké\Bareas: the practicality of daughters
versus the prestige of sons in Khmer society; théekprice — money given by the
groom’s family to the bride’s family on marriageydabroader issues of gender related to

reputation and hierarchy.

The practicality of daughters and the prestige of sons

In the context of falling fertility rates in Asiapn preference has become an increasing
problem in South, East and Central Asia (Das G&Bhat 1997; Filmeeet al. 2008; Yi
et al. 1993), and is visible to a lesser extent in Scaghé\sia. Son preference can

manifest itself in various ways: sex selective #ibos creating skewed sex ratios at

106



Chapter 4

birth; excess mortality of girls; less investmemtgirls, resulting in poorer nutrition or
lower schooling (Filmeet al. 2008). Filmeret al. (2008) studied son preference in terms
of the propensity for continuing childbearing givire gender of existing children in a
family and found slight son preference in the Essith Pacific Region (which includes
Southeast Asia). Wongboonsin & Ruffolo’s (1995 1i#ture review on sex preference in
Southeast Asia found that 2 patterns predominatieenegion. Vietham, Singapore and
Malaysia, cultural settings influenced by Confucsam show a bias towards sons,
whereas Thailand, Philippines and Indonesia shovegalitarian’ preference for a boy
and a girl (Wongboonsin & Ruffolo 1995). Qualitaifindings from Vietnam have also

discussed the son preference present in this Canfgalture (Bélanger 2002).

In a comparative study of attitudes on gender peefee from DHS data, Fuse (2010)
found that Cambodian women expressed a preferemceldughters. The majority

(53.4%) stated egalitarian preference, 26.8% pededaughters and 14.5% preferred
sons (Fuse 2010). My qualitative findings also pl@ambodia in the group of countries
that show an ‘egalitarian’ preference: informargpaatedly remarked that they wanted
both sons and daughters (or at least one son afehsit one daughter). Malee is a
typical case: she has four children, 3 boys and/thumgest a girl. She lives in Rumduol

Village and runs a small general store as well fasra.

“I tried to have just 2, a girl and a boy. Thendud've stopped. When | had one
girl 1 would've stopped. But | got 3 boys, if theurth had been a boy | would’'ve
stopped there. Yes, I've stopped now. | alreadyetmlot of kids. | thought/decided
| would attempt to have 2 but...all boys...” (Fema&$§, years, 4 children, rural
site)

So she kept having more until she had a girl, beedaving a daughter was so valuable

to her. | asked her why daughters were so impontelihmer families:

“I wanted a girl because she can look after thesbpweook food, do whatever
around the house, that's why [I] want a girl. Whpaments are sick, and old, the son
can't do anything. When they've got a wife, thepa®te to live with their wife.
They go far away. My children will be gone. Butlgican stay here, can stay with
their parents.”

(Female, 39 years, 4 children, rural site)
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Theavy, my sister-in-law (and research assistattd:

“They want them to help them, cooking...The boy, afteey get married, he just
leaves them to live with his wife’s family. But ghbave the youngest daughter stay
(‘be stationed /standby’) at home.” (Female, 2@schildren)

It is widely accepted that it is the youngest ddedh job to stay living in her natal
home, even with her own husband and children, akd tare of her elderly parents.
Like the uxorilocal marriage ‘rule’ (whereby husblarmove to their wives natal village)
this is not hard and fast, but rather a defaulhade. The youngest daughter’'s older
siblings will likely move out when or after they mg and in reward for her dutiful care
the youngest daughter will inherit the family hoarel plot of land. Other property, such
as rice fields, tend to be divided in theory asdrtkn reach adulthood, and then in
practice given over once a child marries — so thathew couple can begin the process
of running a separate household and small-holdiihgs role for the youngest daughter
is seen as both a duty and a privilege. Takinghencare of dependants can be a burden
and some people pointed out that this can be arfétat makes it difficult for youngest
daughters to find a husband. On the other hansl allso perceived as a privilege as she
is likely to inherit a house. Before old age caeedmes an issue, daughters tend to be
valuable in their help with daily chores, partiglyan helping their mother, in line with

the gendered division of labour in a Khmer home.

Whilst daughters are perceived to be essentiatduigie practical help irthis life, sons
are also desired for their prestige and the raligibenefits they can confer to their
parents for theinext life in particular, to their mothers. In Theravada &oidm men are
said to be of higher spiritual potency than won@nly men can become monks, though
a woman can be reborn as a man or have her sombexononk. When a woman’s son
becomes a monk he earns merit for her. Of all tuelgleeds a woman can do in her life
to earn merit, none will confer as much merit to & if her son becomes a monk. Sons
are also valued for their practical benefits irstlife, due to the gendered division of

labour on the farm, fathers need the help of teeirs for certain tasks. Boys are often
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responsible for taking care of live-stock, and ecdlihg grass for them to eat. A further
issue related to the advantages and disadvantdgeme and daughters is the bride-

price, the exchange of money between two familiremtheir son and daughter marry.

Bride-price

Before a marriage takes place a price will be naggat for the groom’s parents to pay to
the bride’s parents. Often this is given to the Iyewarried couple for them to set up

home. Financially, sons can be a burden to theemnts, as one informant pointed out:

“I am the youngest brother of seven, so | don'nkthl can ever afford to get

married. My parents cannot help me and | am nat fibey have paid for my older

brothers to marry but they cannot afford it for rthed now the bride-pricettai tuk

doh (literally ‘breast milk price’) — keeps increasihig (Male, 20s, urban site)
Depending on the wealth of the family and the papty of their daughter the amount
varies considerably. For a wealthy family in SiemaR this would be from upwards of
US$10,000. In a neighbouring village to rural Rumidihe recent wedding of the
daughter of a wealthy family had achieved a redd8$5000. These prices exclude
engagement rings, wedding gifts, and the cost®ftbdding. People often joked about
the bride-price like real-estate, how you could npaa woman from the poorest
provinces for a few hundred dollars, but not ‘usrsiReap girls’. Whereas the dowry
system in India exacerbates the problem of sorepate, as daughters can be seen as a
financial burden the bride-price has its own inhengroblems. Paying a price for a
woman can be seen as a form of gender inequalityb8lically it sends a message that
women are valuable, but at the same time, it cansd®n as valuing women as
commodities. It can also be seen to establish #agiage on unequal terms, as one party
has paid money which the other party has received.
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Gender and hierarchy in Khmer society

At the heart of Khmer society, is the fundamentlldf that we are not all equal. That
there is a hierarchy, represented in people’s Weaid health, in the level of comfort
and privilege they enjoy or suffer, and stemmingrfrthe merit built up in previous
incarnations. This hierarchy is therefore a moratdrchy — a person’s status in this life
is what they deserve. It is the position they edrbg accumulating merit in their
previous lives. This hierarchy is very much madespnt and cannot be ignored because
it is embedded in speech. When a person is addr@sslee first person, a pronoun must
be selected that places the other and the sel€lative positions in the hierarchy.
Numerous kinship terms are often used as pronqarsicularly the terms for siblings.
There is no simple translation for the English ‘yethich expresses the egalitarian
sentiment implicitly. Is this person above or belpou? How far above or below? How
intimate or distant is the relationship? A judgmisninade and expressed, based on such
things as age, sex, education, occupation, pdlpigsition, aristocracy, and piety. More
importance is placed on age than gender in detgrghsomeone’s social standing. For
example, Khmer distinguishes siblings by age usiiegtermsongfor older sibling and
p’oun for younger siblings, whereas English separatde arad female siblings. It is not
simply a case of saying men are higher status Wanen, as a wealthy female gold
seller would be seen as higher than a poor mateeiarbut all other things being equal,

the man would be seen as higher ranking.

Khmer Buddhism (Theravada) is a predominant featfrsocial life. Only men in
Khmer Buddhism can become monks, meaning this btghesition in Khmer society -
that of being a Buddhist monk - is only availabdenten. Debates in the literature on
Buddhism in Southeast Asia have highlighted thdingent and contradictory nature of
gender conceptions in the region, with women and se&d to be at once “relatively
equal” and yet men “more highly valued than womébédgerwood 1994:. 123 in
considering the arguments of Kirsh (1982, 1984) #&mwyes (1984) who discuss

concepts of female gender in Thai Buddhism).
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This hierarchy was something | struggled with tlgloout the fieldwork, as it went
against my own egalitarian beliefs. On meeting es@e | found it hard to judge
instantly their relationship to me (or at leastchéy admit this and express it! — as it is
the nature of Englishness that we are highly céagare but pretend not to notice it), but
it was necessary to do so in order to speak to .th&mntimes family, friends and
informants found this trait in me hard to deal wais | tried to be a good anthropologist
and speak to people from all walks of life. On operasion | accompanied one
respectable young woman to the pagoda, and wemthatting to various people much
to her embarrassment. ‘Oh my goodness, she whl talanyoné she said to her
husband when we got back to her home. It is ndllyreacially acceptable for people of
different ranks to have much to do with each oswmially (except kin). My husband
explained ‘It is all about reputation here.’ Itatso about patronage and patron-client
networks, and creating ties that bind people tagabibns. Numerous times my husband
criticised me for deepening friendships with peoptmsiderably less well off than
myself ‘they will ask you to help them! They wilkgect you to give them money. And
then they will be angry if you don’t.” At times heas right, | had created my owasair,
through which people called in favours when needl&zkst count of the number of times
| was requested to ask my parents to sponsor iadeat a pagoda. | was judged to be
wealthy, or at least from a wealthy family. Andttieawhat wealthy families do, spread

their wealth in sponsoring religious festivals dmading money in hard times.

Part 2 of this chapter examined childbearing denisnaking with regard to the gender
of children. Three themes structured this sectiba:roles of daughters and sons within
Khmer families; marriage payments made to a brifiesily; and the place of gender

within the broader hierarchy of Khmer social stuwet

Part 3: The timing of childbearing

Parts 1 and 2 have covered decision-making regaiti® number of children and the

gender of children. Part 3 deals with decision-mgkiegarding when to have children.
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It begins by looking at the pattern of childbearcgmmon in Cambodia, and then at
informants’ explanations as to why this patterseen. These explanations relate to the
following topics: energy, household economics, ddake, the concept of youth, and the
idea of ‘having children to use’. How these aspetiange at different life-stages will
also be discussed. Following this, | look at theués of some pregnancies not being a
pro-active choice. The final section of Part 3 gevaformants’ ideas about when would

be an undesirable time to have a child, such aswbhemarried or when ‘too old’.

Patterns of childbearing timing in Cambodia

There is a common perception among Cambodiangé#ugie should, and do, have their
first child soon after marriage, within the firstgecond year. This pattern is reflected in
data from the CDHS 2005 which shows that medianaagearriage is 20 (NIPIdt al.
2006: 99) and median age at first birth is 22 (NEtHal. 2006: 70). The average birth
interval is 36.8 months (for non-first births) (NHRet al. 2006: 68). Median age at first
marriage (amongst women aged 25-45 in 2005), 2@ral areas and 20.7 for urban
areas, has fluctuated only slightly between thesrolahd younger cohorts, and even
secondary schooling only adds 1 yé@diPH et al. 2006: 69-70). Men are slightly older
when they marry, 22 years of age, and show moferdiice between urban/rural and
educational level. Urban men marry on average & £8ars and rural men at 21.7
years. A quarter of women are married before threyl8 years old, whereas only 1 in
10 men are. Median age at first birth is 22 yearswomen (NIPHet al. 2006: 70).
Women start having children early in their repradwe lives and have their children

reasonably close together.

Explaining the pattern

Why are Cambodian women having their children at tharly stage of their

reproductive lives? The following subsections dsscin turn various explanations for
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the pattern in the timing of childbirths. The exm#ons are: energy; household
economics and childcare; the concept of youth;theddea of having children to use.

Energy

Mom and Veasna are a young couple who run two shedberdasheries in a busy
market in Siem Reap. Veasna is 26 and his wifd jgty have two sons aged two and
three. His wife became pregnant within their fiysar of marriage, as is common in

Cambodia.

“Around 70 or 80% take a child as soon as theynameried. After | was married, |

lived with my mother and father so | didn't needgo out and earn money. |
thought | should have a child soon after marryiagheat they will grow up and it

will be easier for us to earn money. When the childare bigger you have more
free time to earn a living. And now the grandpaseoc&n help look after the
children. This is my idea for my family.” Méle, 26 vyears, 2

children, urban site)

Veasna describes a common reproductive pattermebhaewly married couples want
to become pregnant as soon as possible after marrighis was often explained as
being a suitable time in one’s life to have childr&irstly, giving birth to children and
raising them is seen as exhausting and requirihgt ®f energy gomlang. This is
perceived to be much easier if you are youngeroashave more energy when you are
young. People, especially women, frequently advisedto have children as soon as
possible and not wait until | was ‘too old’ (i.afertile) but also because it would be
harder to take care of young children the oldeotl due to the ‘fact’ that everyone’s
energy depletes as they age. In almost all myvigers this idea of making the most of

your youthful energy was emphasised as the primeason to have children young.

Household economics

Secondly, the time immediately following a marriage stage in life where Cambodian
newlyweds often live with one set of parents. Treital residence pattern is uxorilocal

(as discussed above). However this is not stradlyered to and if there is a good reason
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for a couple to live with the groom’s family theyilkvif the groom has rice fields he
works on which are near his parent’s home, a larga of land to build a house on, or
the couple are entering into the groom’s familyibess. After marrying Veasna, Mom
had moved into his parents’ house above their lol@sbery at the back of the market.
Five years later they were still living there aratilset up two of their own branches of
the haberdashery inside the market, but weressting up to buy a place of their own.
They did not want any more children and Mom wasrigdrshe might be pregnant again
as she felt as if she was suffering from mornirfrsess —jang goan- literally, ‘to be
defeated by your child’. Because a newly marriedpte lives with one set of parents,
there is less financial pressure to support a hmideThe couple has a place to live and
may contribute to bills and expenses, they may @esk and eat separately from their
parents’ family, but financial pressures are lessediate than if maintaining a separate

household.

While Cambodians are young their parents themsedvegprobably still working and
earning (in the CDHS 2005 the 45-49 year old cohad their first birth at 22, so their
eldest child would be 23 to 28 years), whereashbytime a person is in their late 20s or
early 30s their parents may be their dependamt€ambodia, old age care is seen as the
responsibility of one’s children, particularly ddntgrs. Janrea is a typical example of a
city girl who had children straight after marriagghe had just finished schooling and
was yet to embark on any career, so there was mercto take a break from. She had
seen how other women managed children and theorgatith life, starting a business
etc. She is Chinese-Khmer and describes hersetiragig from a business family. After
marriage, she and her husband set up a busindisg $ebbile phones in a small shop,
using the money they had made from the wedding p8He had wanted children young
while she still had lots of energy. Coming fromeapectable upper-middle class family,
she was a model dutiful daughter. At this time &r kife she was focused on her
responsibilities. She had pleased her parents iyying a man that they approved of,

and that she loved. Now she was about to embaskasting a family and a business.
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Child care

The third line in this explanation for the childbeg pattern regardiniming, relates to

the issue of child care. This follows on from th@mmmon residence pattern of newly
married couples (i.e. living with one set of pagnbecause of this residence pattern,
parents or parents-in-law are often relied on @®ravenient and free source of child

care, as are other siblings still living at home.

Youth

The fourth theme that offers an explanation forttheng of childbearing in Cambodia,
revolves around what youth means in this contelxé iflea of being young in Cambodia
is very different from in the West. ‘You're only yng once’ does not translate well.
Youth is not carefree and without responsibilitgrtcularly so for young women. They
will be expected to take over time-consuming hoaokekhores from their mother, and
probably the family business (farming or informahde etc.). Informants described
marriage as a primary way for children to ‘pay bdlokir bad deedsb&ab to their
parents’, and there is pressure to marry early andpartner selection. From a
Cambodian perspective, parents have sacrificed rtmubining up their children as best
they could, and the ceremony of marriage, a greabtr for parents, is perceived to be
a chance for their children to pay them back. Aligio things are changing for urban
women (particularly those who have migrated fromak@areas and are not living with
their family), socialising is fairly limited to c&in contexts such as pagoda festivals
where they may be accompanied by brothers. Grepbriance is placed on the
reputation of unmarried women, anything that dardageir reputatiorwould damage

their marriage prospects and the entire family wadose social standing.

Many women rarely drink alcohol socially in thewuth as it is not socially acceptable
and is tied to images of immorality. (Brickell'sQ@8) paper discusses Cambodian
men’s alcohol use and its association with gen@sed violence). Women'’s first taste

of alcohol often comes in the post-partum periddraheir first child is born when they
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drink traditional medicinénam khme(‘khmer medicine’) - medicinal tree roots steeped
in rice wine. From this time on it becomes moreeptable to drink socially. Middle-
class women often excused their (limited) drinkingne by emphasising that they had
never tried it until drinkingnam khmexsomething that almost all elders would approve
of as the right thing to do post-partum). For mawefl-to-do women it remains rather
unrefined to drink in public. Alcohol consumptianjust one example of the increasing
freedoms to socialise and choose what you do vatlr yime that comes with age. The
time after having had children and setting up aassp marital household is in many
ways the time when people are most independenta@ddis a particularly social time
for women. On the one hand, life tends to be dotathay pious observance of
Buddhism, and there is strong pressure to confarnthis respect. But freed from
responsibilities for grown up children, older wonteawve increasing amounts of time to

spend with their fellow peers, sitting around chaybetel and smoking.

In their late teens and early 20s many Cambodiaadaarly limited in their freedom
(more so for women but for men too). There is gmassure from family and wider
society to conform. Parents are concerned themage children may rebel and become
‘steav. English speaking Khmers translated this wordyasgster; however it seemed to
me to be more of what an English person would Za#enager. Who asteaw? “They
are the ones like me who dye their hair”. “Thelib dress really fashionably, and they
don't listen to their parents, they just like to goound with their friends.” They are
adolescents rebelling to some degree against @dramhority, whether it is about the
length of their hair, the smartness of their clsthe other aspects of their appearance
and behaviour. Parents are afraid of their sonsrbat involved in gangs, joining the
fights that break out at festival discos, or beaannvolved in drinking, gambling or
drugs. They are afraid their daughters may becamneigted or led astray, and closely
monitor who their friends are. People repeatedlg toe that reputation is everything,

and that a family’s reputation is only as goodhesreputation of their daughters.
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‘Have children to use’

The fifth explanation for the early childbearingtean was that parents ‘have children to
use’. This reason was commonly stated by informéotbaving children whilst young.
The idea is that people should have children yamthat the children grow up sooner
and are able to help the parents with their wotks was stated in my interviews with
rural women, but not urban womeiChap baan goan brerwas a common phrase,
translated as ‘hurry to have children to use’. Ewemall children can be useful in
reducing the burden of daily chores in a rural letwadd. Tasks such as cooking dinner
can be incredibly time-consuming in rural householdgredients are often growing in
the garden and swimming in the pond or the rickel fiso before preparation can begin
they must be picked, dug-up or caught. Rice wiNehdeen harvested, threshed and
stored, but the sacks of rice need to be pickeautiir by hand to remove small stones.
Water needs to be pumped from a well before itlmaboiled for drinking. Firewood or
charcoal needs to be collected and prepared fostthee. As soon as a child can walk,
they will be asked to pass this and that, and wherchild is a little older he or she can
help pick ingredients from the garden and pump watéey will help look after
younger siblings whilst the mother is busy with i@®or even out to work in the rice
fields. Older children help on the farm, particiyahe very labour intensive, strenuous
job of transplanting rice seedlings. The idea thabple might have children to use
reveals a specific concept of what childhood mearSambodia and the nature of the
parent child relationship.

Less acceptable pregnancies

This subsection turns attention to the social odet¢hat are seen as undesirable or
inappropriate times in which to have children. Tiwst situation is early in the

reproductive life and the second is at the end. of i
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Premarital childbearing

As in many other Asian countries premarital sex ahddbearing in Cambodia is
relatively rare: 99.8% of never married women régabmever having had sex (CDHS
2005). Whilst this is figure is likely to underesfite the prevalence of premarital sex, as
women would be less likely to admit to this stigised behaviour, my own findings
support the DHS finding to the extent that prenadgex is practised by only a minority
of women. Premarital sex is not socially sanctioaed virginity at marriage is still
expected, and in many cases, it seems, achievedh@ol teacher in Rumduol explained
that if a pupil became pregnant she would be madieatve school (by the school). Even
if she was found to have engaged in premaritalstexwould also be made to leave.
This was said to be to send a message that su@vibah was wrong and to prevent
others from copying this behaviour. Such circumstanreportedly had never happened
in Srolau, but in urban Siem Reap abortions amosgkbol girls were said to be
increasing. Premarital sex, as a moral transgnessvas said to anger ancestors who
may then cause illness to a relative. A double dsteth exists, meaning that the

importance placed on virginity for unmarried womgmot equally expected of men.

Premarital sex and virginity in Cambodia is diseass depth by Derks (2008), | do not
go into detail here as the main focus of my redearas on married men and women. It
seems likely that sex before marriage may be isanga particularly in urban areas, as
mobility and migration away from parental supemsioffer new opportunities for
young women (Derks 2008; Tarr & Aggleton 1999; anadefinger's 2010 work on
transactional sex). A further issue is what magiageans in Cambodia. The lengthy
wedding ceremony consisting of a series of religioiluals, and a separate legal
registering of a marriage are both costly. An aliéive to this is to perform a smaller
ceremony, asaine (offering ceremony to ancestors). Informants in ragearch who
were living together after @aine referred to themselves as marrieghr( haieg.
Interestingly, when a newly married wife becomesgpiant very quickly, people say
that the baby probably chose the woman even bé¢fherevedding, then waited for the
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wedding ceremony to be done before revealing it3éifs could be seen as a socially

convenient way of excusing premarital pregnandiestead to a fast marriage.

When you are ‘too old’

Amongst informants in urban Siem Reap there was esa@tigma surrounding
childbearing at later reproductive ages. For wormesgr 40 years old, who had already
completed their childbearing and whose childrenenadl out of infancy, it was said be a
source of shame and embarrassment if they becasgnanmt. It was seen as not
something they should have let happen and thedikling their husband would blame
them for, and their neighbours would gossip abdthis was something that, in this
generation (women in their 40s), only the poor andducated or rural poor did, the
kind of high parity women who ‘had children accoglito nature’. This view only
became clear to me when interviewing women abooitt@mn. Although no one said this
would be a big enough reason to terminate a pregntor them, the fact that it was
raised by them in this context says something albawt socially unacceptable late
childbearing is (at least, after a big gap) foramrlbvomen and the stigma associated with
it.

Postmarital expectations

There can be pressure to have children from thdymead couple’s parents, particularly
if there are no other grandchildren yet. Couplgdared how they had wanted to wait a
few years and earn some money first. But the gramaips had wanted grandchildren so
much, and because there were no other childremeifiaimily, they had decided to have
one. There is a very obvious love of children innkér culture, with people wanting to
enjoy being around children and no one is said deela child more than its
grandparents. It was never reflected upon as agtpoessure to prove fertility as has
been reported in India (Jejeebhoy 1998), but msra lve of children and joy in being

around children.
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In Cambodia arranged marriages and romanticallgnged marriages are not distinct
scenarios, rather all marriages are somewhere @am@nuum from parental decision-
making where the bride and groom meet for the firseé at the wedding ceremony to
the bride and groom having total say in who theyrjnaost marriages are somewhere
in-between. The couple may have met independemtlgeen introduced by a family
member. The groom (or someone acting on his bethadllfgenerally have gone to the
bride’s parents to ask to marry their daughter, disduss the bride-price. Traditionally,
a groom worked for his future parents-in-law fory@ar or so, but now money is
exchanged instead. To what extent young women lactegert their agency in this
situation is difficult to know. Many women | knewaid they had married their husband
because their parents had told them to, and beind daughters they had obeyed them-
whether or not it was something they wanted fosoea beyond pleasing their parents
they did not say. It was in their interests to eagibe that their reason for doing so was
to follow their parents’ instructions. From an erpgrspective, it makes them look better
to put their parents’ wishes before their own -t tinakes them a better person and of

higher status within the Khmer moral hierarchy.

In Cambodia, high importance is placed on womensnmarital virginity, and by
extension, their ignorance of sexual matters. Imgarison, chastity is not seen as such
an important trait for unmarried men, who may vpsibstitutes. This places the women
in positions of less power when they do enter i@tships, and makes the possibility of
open discussion about sex and contraception wigr thew husband unlikely, as it
would be damaging to her reputation to know too Imalsout it. In this context, child
bearing soon after marriage is not necessarilyeaaptive choice, but rather the outcome
of not taking any action to prevent pregnancy,azithrough a lack of awareness or lack
of courage and empowerment (and shyness) to speakhdir husband about

contraception.

The process of choosing a marriage partner usualbives both extended families, as
marriage is seen as the joining of two extendedili@sn rather than two individuals.

The reputation of the potential spouse is paramaudtthis is tied to his or her family.
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How wealthy they are, jobs, education, back groumaything negative about their
character, will be looked into. When discussing tioipic with informants they brought

up a proverb about choosing children-in-law:

Tver srai oay merl smou
Tduk dak goan jau oay merl pau sondaan

To do rice farming you must look at the weeds
To arrange to a marriage of a child (or grandchital) must look at the relatives
(female, 25 years, urban site)

Marriages may be arranged because it is in thenbssiinterests of those families.
People can be fairly open about trying to marry sone of a higher social standing to
secure a better standard of living. One of my imfants was a Chinese Khmer woman
in her 30s. She had first met her husband on teiiding day. She had agreed to marry
him following her parents’ wishes. She explained/whe had had a baby so soon after

marrying:

“I don’t know. Because we were too young to mathgn we didn't know how to
postpone a baby. Anyway, | have never thought athaif just thought that, we are
already married, we should have a baby. We didmvehany experience so even if
we knew some information we were too shy to talkaoh other”.

(Female, 37 years, 2 children, urban site)

She had not thought about contraception, in padabse getting married was also about
becoming a mother and starting a family. This é@amon theme: that the act of getting
married is about starting a family and having af@id The two are seen to go hand-in-
hand for most people. Therefore, if someone doégetovant to have children, they are
unlikely to get married. Female informants at unsitg in Siem Reap explained this to
me — they would not marry until after they had shmed studying as it would almost
inevitably mean starting a family, which would patlty prevent them from finishing

university.

Part 3 of this chapter has examined the patterdssaaiocultural factors related to the

timing of childbearing in Cambodia. Survey dataeaed women typically start having
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children early in their reproductive lives (in theiarly 20s). Qualitative data suggested
several explanations for this: needing youthfulrggehousehold economics; childcare;
the notion of youth; and having children to usecteaf these explanations related to the
idea that certain life stages are perceived as suitable than others for childbearing.

Conclusion

In the introduction to this chapter | pointed oltt fertility is declining in Cambodia,
and that this was attributable to a decline in tabfertility. | drew attention to Coale’s
three preconditions for declines in marital fetyili“1) that fertility must be within the
calculus of conscious choice; 2) reduced fertifityst be perceived as advantageous;
and 3) effective techniques must be available.”al€d973: 53). In part 1 of this chapter
I concluded that methods for limiting births hawend been present in Cambodia,
therefore fertility must have been within the ‘adlcs of conscious choice’. Part 1 also
looked at social factors which influenced the matiions for smaller or larger families.
There is a trade-off between these factors, andiéoéne in fertility attests to the fact
that the aspects favouring smaller families arenimg. In other words, reduced fertility
is perceived as advantageous. Coale’s final pretondegarding effective techniques

for managing fertility is the subject of the newbtchapters.

This chapter examined the sociocultural contextcbildbearing in Cambodia. It

explored the logic of childbearing. The chapter vdagded into three parts which

looked at three aspects of childbearing: the nunamer gender of children, and the
timing of childbearing. The three parts analysesl khy sociocultural factors that form
the backdrop to the fertility decisions of Cambaodieouples. Part 1 examined the
aspects that come to bear upon people’s decisegerding how many children they
would like to have. Several key points arose. Firghat societal changes taking place
alter perceptions regarding the costs of childeem lead to a desire for small families.
Secondly, several factors contribute to sustaimimtgsire for larger families. These are:

importance placed on lineage continuation; havindewsocial networkskgair); the
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system of old age support; the effects of highdchlortality; and the idea of replacing
the population losses of the Khmer Rouge era.

Part 2 examined the factors that contribute torgatelesires for sons or daughters, and
found that egalitarian wishes for at least onedcbfleach gender were expressed. Part 3
focused on the sociocultural factors that explaitiex pattern of youthful childbearing
seen in Cambodia. These factors included: neediogthful energy; household
economics; childcare; the notion of youth; and hgwhildren “to use”. Together these
explanations pointed to the way in which life stagee socially constructed and serve to
justify, or make logical, the pattern of early dfikaring straight after marriage. | then
discussed two contexts that are considered lesmllyoacceptable times to have
children. Finally, | examined the notion that pragaoies are not necessarily the result of
a positive choice to have a child, but rather canthe result of a lack of action to
prevent them in the context of a sexually activerrrage. This leads into the next
chapter on contraceptive use which analyses exjbasafor the unmet need for

contraception in Cambodia.
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Chapter 5

Modern methods of contraception: notions of health and fears of the

unknown

This chapter discusses contraceptive use in Caralmdiooking at recent trends from
survey data combined with description and analymsed on findings from the

ethnographic fieldwork. | aim to explain why theaee women who state they do not
wish to become pregnant yet do not use modern rdstbbcontraception. The chapter
begins with descriptive statistics which highlidtgty patterns in contraceptive practice
in Cambodia (part 1). It then goes on to analyseuthmet need for contraception: that
is, when women state they do not wish to becomenamt but are not using

contraception (part 2). | examine unmet need ¥irbil using logistic regression to test
which factors increase the likelihood of a womanihg unmet need, and secondly by
using ethnographic data to deepen the explanafmmanmet need. The quantitative
data used are taken from the Cambodian Demograpldidiealth Surveys of 2000 and
2005, thus changes over time are also shown. Tdequs two chapters (Chapter 3 and
Chapter 4) set out the socio-cultural context witthihich people make contraceptive
decisions. This chapter builds on that, but lookserspecifically at the factors affecting
the use of modern contraceptives, whilst the nbapter (6) examines alternative ways

of controlling births: traditional contraceptive theds and abortion.

Part 1: Patterns of contraceptive use in Cambodia

The level of current use of contraceptive methoaois rharried® reproductive aged
women has increased rapidly from 23.9% in 20000®% in 2005. Modern methods

13 The statistics | present are for women aged 156 are currently married or living together in a
union like marriage, unless | state otherwise. Adow to the CDHS 2005 the proportion of women in
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have remained more common than traditional methaad,folk methods are rare. To
clarify, traditional methods include periodic abstice, withdrawal or lactational
amenorrhoea method (LAM) and folk methods (suchhesbal remedies, amulets,
magical incantations etc.). Modern contraceptive hes risen from 18.8% to 27.2% and
traditional methods have increased from 5.0% t&%2between 2000 and 2005. Folk

method use was negligible in both periods.

Figure 7: Current contraceptive use of currently maried (or in union) women aged 15-49 in 2000
and 2005

Note: 2000 n = 9071; 2005 n = 10087
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Between 2000 and 2005 the proportion of marriedoeyctive aged women not using a
contraceptive method has decreased from over tffuaders to 60%. In 2000 the most
widely used modern methods included injection,daiy pill and the monthly (Chinese)

pill**. These are all relatively short-lasting, hormamathods; use of long-term methods

non-marital unions is negligible: 0.4% of women &#diving together whilst 59.6% were currently
married.

4 The once-a-month Chinese oral contraceptive pi#i been available for use in China since the 1960s,
but is not sanctioned for use in Cambodia. The mostmonly used pills contain 12 mg of norgestrel (a
progesterone) and 3mg of quinestrol (an oestrof@ispkhomet al. 2001). In my field sites the Chinese
monthly pills contained 6mg of levonorgestrel amdg3of quinestrol. A high prevalence of side-eféect
has been reported with use of the pill (Kejwtral. 2007 in China; Sadana & Snow 1999 in Cambodia).
Although the pill is not available from public herafacilities in Cambodia, it remains availablerfreome
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(IUD, sterilization and implants) was rare. By 200%& proportion of women using the
pill had grown substantially, overtaking the injeat as the most common method.
Shorter acting modern methods were still used lgyeater proportion of women than
longer acting methods in 2005; however, use ofr@thods had increased (with the
exception of the monthly pill). Condom use amongstried couples increased during
the 5 year period but remained low. Frequenciespamndentages of women using each

method can be found in table 15 in Appendix 1.

An unexpected finding was that the popularity aflitional methods increased between
2000 and 2005. | had expected the proportion of @omsing traditional methods to
decrease over time, as modern methods become nitdedy\vavailable and acceptable.
However, the proportion of contraceptiueersusing modern methods decreased from
78.8% in 2000 to 67.6% in 2005. A rise in the pmipo of women using traditional
methods of contraception has important implicatidrecause these methods are
generally less effective than modern methods atgmteng pregnancy, and certainly less
effective than condoms at protection from sexutiynsmitted infections (STIs). One
explanation for this trend could be that demandutstripping supply. In other words,
the rapidly increasing numbers of people wishingige some form of contraception is
too much for the health system to cope with and emrmare unable to access modern
contraceptive methods. If this were true, it shdialitbw that traditional method use is
highest amongst women least able to access modethods. For example, women who
live in rural areas may be held back by geograpldstance to service providers and
poorer women may be prevented due to cost. Thixpawted patterrof traditional
method use is the focus of the next chapter (6grevithe pattern is explored further in

depth and explanations are assessed.

The following section presents analyses of the Ridf& on how contraceptive method

type varies according to the background charatiesief the user.

pharmacies and drug sellers, despite being iliciteview of available evidence on the once-a-maailih
published in 2007, found that a lack of formal epniological studies and other good quality data
prevented an assessment of the safety and effafaitye monthly pill (Kejuaret al. 2007). The authors
concluded that the available studies “raised qaestiregarding the safety of the pill (Kejuahal. 2007).
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Demographic variation in method use

How do age, education, residence and wealth affeztchoice to use one specific
method of birth control over another? In order tmmpare this, the charts below just
look at specific methods used amongst users ofaception, they do not illustrate the
proportion of women in each demographic group neihgi a method. Chi-square
significance tests were not performed due to thallsmumber of cases in some
categories, the results are illustrative. In chaptéhe contraceptive methods have been
aggregated into the broad categories of method {ypedern, traditional and folk)
making it possible to do statistical significanesting. However, in this chapter |
wanted to gain an understanding of who uses speu#ithods, rather than just the broad
categories. In the data below, if a woman repougdg more than one method, only the

most effective method used is shown.
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Figure 8: Variation in type of contraceptive currertly used by currently married (or in union)
women aged 15-49 currently using a method in 2005
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Figure 8 shows how the type of method currentlyduseies according to age cohort. In
most age groups the daily pill, injectables andhdrawal are the most common
methods. Withdrawal is particularly popular withetlyoungest and oldest cohorts,
whereas day counting becomes increasingly pop@avden ages 15 and 49. Condoms
are used more by younger age groups than oldegrag@s. Injectables make up a fairly
large proportion of methods used in all but thengast and eldest groups. Only in the
youngest cohort are condoms more popular thantaféxs. The IUD is not a common
method overall, except for 15-19 year olds whers iised more than injectables, and
for 35-39 year olds where it is more frequent thia® male condom. The daily oral
contraceptive pill is commonly used in all groups decreases in popularity moving up
through the age groups. Female sterilisation onakes up a significant (more than
10%) share of method mix amongst the 45-49 yeagadp. The methods used least by

all age groups are folk methods, LAM, implants, tienthly pill and male sterilisation.
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Figure 9: Contraceptive type used according to edadion, amongst currently married (or in union)
women aged 15-49 currently using a method in 2005

100% -
90% - u Folk

80% - B Withdrawal

H Day countin
70% - Y &
uLAM
60% -
B Male condom
50% -
H Implant
40% - L
M Injection

0, -
30% mIUD

20% - B Monthly pill

Percentage of contraceptive users

10% - M Daily pill

0% - W M sterilization

Non Primary Secondary + A
B F sterilization

Education

Contraceptive users are grouped according to teeel of education. The education
categories refer to the highest level of educatitiended, regardless of whether or not
the level was completéd As education increases the use of traditionalhoukt
increases (withdrawal and day counting) overallt bpecifically, the women with
secondary and higher education are using more dagtiog and less withdrawal than
women with lower education. Condom use also inega@seatly for the most educated,
as does IUD, to a lesser degree. Interestinglyseeof hormonal methods, both types of

pill and injectables, decreases as educationalsléverease.

!5 The category labelled ‘none’ means women nevendtd any school; the category ‘primary’ includes

women who attended primary school (including bdibse who completed and did not complete primary
school); the category ‘secondary plus’ includes wonwho attended at least some secondary school
(whether or not they completed it), as well as ¢hado attended higher education beyond secondary
school.
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Figure 10: Contraceptive type used according to rédence, amongst married (or in union) women
aged 15-49 currently using a method in 2005
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A similar pattern of method use by residence isaagmt if we substitute rural for less
educated and urban for more educated: again waditimethods increase as a group
amongst urbanites, with day counting taking ovemfiwithdrawal; condoms, 1UDs and
female sterilization are more common in urban thamal areas; and the daily pill and
injectables decrease in popularity in urban areaspared to rural areas. Least used
methods in both areas are folk, lactational améwoea (LAM), implant, and male

sterilisation.
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Figure 11: Contraceptive type used according to wéth, amongst currently married (or in union)
women aged 15-49 currently using a method in 2005
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Looking at method use variation by wealth quidfile familiar pattern remains present
with the modern methods. In general, condoms becmmee popular moving up the
wealth categories from poorest to richest, and ewsely, the daily pill and injection

become less popular with increasing wealth quinkEmale sterilisation is more widely
used by the richer and richest groups. As abovk, fioAM, implant and male

sterilisation are all negligible in use. As we motleough groups of increasing
affluence, traditional method use increases. Wahait is one method which does not
differ according to wealth quintile — it remaingrf@a constant at around 20% of total
method use for each wealth group. Day counting seémge increase amongst the

richest group in comparison with all other groups.

'® This wealth index is an indicator of the econostatus of households. “The CDHS did not collecadat
on consumption or income, but the information amke on dwelling and household characteristics,
consumer goods, and assets are used as a measo@osgconomic status. The resulting wealth index
an indicator of the level of wealth that is consigtwith expenditure and income measures” (NHRHI.
2006: 22). Further information on how the indexdamstructed can be found in: (NIRH al. 2006: 22-
23).
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Summary of Part 1

To summarise the patterns described in the chbhagea there is more use of traditional
methods (specifically day counting), condoms, |Udb&l female sterilisation amongst
women with higher levels of education, wealth amdan residence. Conversely, the
proportion of contraceptive users who use hormamgthods (injectables, monthly pills
and daily pills) decreases as education, wealthrban residence increases, with the
exception of monthly pills which is more common rural areas. Women of higher
socio-economic status and urban residence use ofidhe most effective methods and
longer-lasting (or permanent) methods (IUDs, fensdgilisation). However, the same
groups also use a greater proportion of the |déstteve methods — traditional methods
- and condoms (a barrier method). The hormonal ousthare used in greater
proportions by women of lower educational and weddvels, and rural residence.
(Chapter 6 discusses the effectiveness of methodseater depth). This pattern seems
puzzling and warrants explanation. Part 2 of tiiapter, which examines unmet need
for contraception, and the following chapter (6)jiehh focuses on traditional method
use, will attempt to shed light on the reasondlice pattern, through findings from both

guantitative analysis and qualitative analysis.

Part 2: Unmet need for contraception

Part 2 focuses on explaining unmet need for coeptdan in Cambodia. It presents the
results of secondary data analysis of the Cambo@iEis 2005, exploring factors
affecting unmet need for contraception. After asisgsthese patterns it looks at the
reasons for unmet need, taking evidence from bahethnographic fieldwork and from

secondary data analysis. This data analysis aimsswer the questions:
* Which demographic groups have the most unmet need?

* Which factors increase likelihood of having unmeead?

 What other reasons contribute to unmet need?
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A quarter of Cambodian women had an unmet needdotraception in 2005: 8.9% of
women had an unmet need for spacing and 16.2%rhadraet need for limiting births.
Although the total unmet need (both for spacing lamding) has decreased from 29.6%
in 2000, it remains very high. It is far above tlegional average for South and
Southeast Asia, 10-12%, and Cambodia’s neighbouetnam (5% in 2002) and
Thailand (11% in 1987) (Sedgkt al. 2007; Bongaarts 1991; CPFC & ORC Macro

2003). It also exceeds the regional average forSahmaran Africa.

Figure 12: Unmet need for contraception (amongst maed women aged 15-49) in Southeast Asian
countries and averages for world regions for whicldata were available

Timor-Leste 2009
Cambodia 2005
Philippies 2008

Philippines 2003
Indonesia 2002-2003
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Sub-Sahran Africa

Latin America & Carribean 2000-2005
South & Southeast Asia

North Africa & West Asia 2000-2005

World Region or Country
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Source: Timor-Leste DHS 2009 (NSD et al. 2010); Cambodia DHS 2005 (NIPH et al. 2006); Philippines DHS
2003 and 2008 (NSO & ICF Macro 2009); Indonesia DHS 2002-2003 (BPS & ORC Macro 2003); Thailand
DHS 1987 (Bongaarts 1991); Vietnam DHS 2002 (CPFC & ORC Macro 2003); World region figures are data
averages for countries’ DHSs between 2000-2005 (Sedgh et al.2007).

Unmet need may increase as well as decrease, datdnéom the Philippines appear to
show (figure 12). The 2003 DHS placed unmet neetl7& whereas the 2008 DHS
placed the figure at 22%. An increase in unmet maay be caused because demand for

contraception is initially low, and therefore unmeed is low, then as demand increases
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unmet need rises before supply catches up withraceptive demand. Bongaarts (1997)
has pointed out that as a country moves througlerglitiy transition the trend in
unwanted fertility is an inverted U shape. Inityaltluration of exposure to the risk of
unwanted births increases as peoples fertility goegfces decrease (Bongaarts 1997).
However, regarding the case of the Philippines ritein the level of unmet need was
due to different definitions of unmet need beingdis the calculations: only the earlier
calculation used data from the contraceptive caendestions in the DHS (Bradley

al. 2012:13). If recalculated using a consistent meitkmmet need remains stable at the
two points in time (Bradlewt al. 2012). As well as unmet need, another way to ok
how well women are served by family planning progmees in a country is the
proportion of births reported as unwanted or mistimin Cambodia in 2005, 20.7% of
births were reported as unwanted at the time ofeption and 8.3% as mistimed. Both
indicators, unmet need and unwanted fertility rafgsint to the need for improved

contraceptive services in Cambodia.

Chi-square tables of unmet need by demographic category

Chi-square significance tests were conducted fosstabulations of unmet need and
various background characteristics using the CDBE&2and 2005 data. These tables
are presented in Appendix 1 (tables 16 and 17).KHyefindings were as follows. The
pattern of total unmet need varies little by agayéver the percentage of the total need
for family planning which remains unmet is highést the youngest age group (15-19
years), 55.3% of demand remains unsatisfied ingtosip (in 2005). On average 38.6%
of the total need for family planning remains unr(eetdecrease from 56% in 2000).
Unmet need varies by residence and education ased 21.8% of urban women have
an unmet need compared to 25.6% of rural womeril¢25and 30.6% in 2000). As
education level increases the level of unmet nesledises: 27.6% (previously 31.6%)
amongst those with no education versus 19.3% (pusily 22.9%) for those with

secondary or higher education.
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In demographic and family planning literature orm@ need a distinction is typically
made between unmet need for spacing and limitimen@Aarts 1991; Bongaants al.
2012; Westoff 2001). Instead, | distinguish betwé#aee types of women with unmet
need; | include ‘postponers’, as well as ‘spacarg] ‘limiters’. Women who have not
yet had a birth (but want one in the future) carmmisaid to be using contraception to
add space between one birth and the next. TimaedsMoultrie (2008) suggested
adding the term postponement to the typical categasf contraceptive motivations.
They reasoned that spacing, as typically definede@mography, revolves around an
intention to widen birth intervals (for example, poomote the health of the mother
and/or elder sibling), and that a category of pmsipg should be introduced to cover
parous women who wish to delay becoming pregnanheatcurrent time but are not
motivated by factors related to the age of thest hild. | would suggest the current
category of spacing captures this just fine (bt women delaying because of birth
interval reasons and those delaying for other msaswch as relationship stability or
economic issues), however, it would be more udefabnceptualize nulliparous women
delaying their first birth as a separate group:stponers’ (or even ‘nulliparous
postponers’ to distinguish from Timaeus and Moael#ri categorization). Thus the
category of ‘spacers’ would includenly women delaying births who already have at
least one child, and ‘postponers’ would includeyombmen who want to delay their
first birth.

Perhaps the crux of this definitional debate regsharound whether we take into
account the intangible cause of postponing / sigaairthe tangible condition in which it
occurs. Timaeus and Moultrie’s definition of postpcs and spacers relies on knowing
or inferring the motivation for delaying the nextrth. This can be difficult to
operationalize, as the DHS, for example, recorésléngth of the birth interval rather
than asking the reason why the gap of X monthsroeduTimaeus and Moultrie use the
length of the duration of the birth interval to tdiguish spacers (short birth interval)
from postponers (long birth interval). This is pebatic because it is arbitrary to say
what is long or short, and to assume that a lomgtadun must be for reasons not related

to the age of the last child.

135



Chapter 5

Timaeus and Moultrie’s definition of postponingfdis from mine. They argue that
women conventionally classified as ‘spacers’ falbitwo groups: “women who practice
birth control to achieve a birth interval contingen the ages of their youngest children,
and women whose intentions are simply to avoid fanjyer pregnancy in the present”
(Timaeus and Moultrie 2008: 503). They subsequemtfjue that the former are more
correctly termed spacers and the latter postponiésr paper shows how their refined
definitions have relevance to fertility patternglahus matters. They present evidence
on South Africa’s fertility transition, showing théertility is only weakly related to
parity or age of the last child. This supports #rgument (together with their recent
paper Moultrieet al 2012) that a major factor driving the fertilityansition in sub-
Saharan Africa is not the result of the consciomgihg of births, as was the case in the
West, Asia and Latin America, but rather the restithe postponement of childbearing
that over time becomes perpetual postponement. séVhieir conceptualization of
postponement proved useful in analysing Africanilfgr change, it is less useful if
applied in Cambodia. | use a different definitioh postponing, centred on parity,
because this is useful for highlighting contraceptineeds and motivations of a

particular group in society — nulliparous women.

Increase in postponement of parenthood — risingaadeest birth — is demographically
important, if as it rises the potential reproduetapan is shortened, thus impacting total
fertility rates. It is also of consequence in teraisservice provision, as postponers’
contraceptive needs (and their ability and agea@ct on them) are likely to be in some
ways different from women who have already haceast one child. In many cultures,
not only Cambodia, being a parent moves someopeaimew social category entailing
new responsibilities and privileges with this sgattlaving children is a considerable
marker of social status. In chapter 4 | discusbediéndency for Cambodian couples to
have births soon after marriage, and the way tlt@reushapes this pattern making it a
suitable and convenient time for many couples.sb aliscussed how the Cambodian
gender system defines a role for young unmarriednevo that is characterised by

shyness and ignorance regarding sex, and thatahisibutes toward making them less
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informed and less able to exert their agency whewg tlo enter into sexual relationships
at marriage. Newly-married women make up a grough wifferent service needs to
other married women who already have children aadehachieved the status of
motherhood and (usually) have experience of thdthhegstem. The latter group are

likely to be more informed and more empowered seddheir preferences.

Following this reasoning, | present unmet need syge unmet need for postponing, for
spacing and for limiting. In the cross tabulatioos unmet need and background
characteristics (tables 16 and 17 in Appendix Have separated the category of women
with unmet need for spacing into those who areiparibus ‘postponers’ and those who
are parous and therefore ‘spacers’. When unmet isebtbken down by residence or
education, only a small percentage of women haveetimeed for postponing, however

a distinct pattern emerges when looking at age.

Figure 13: Rationale for unmet need for contraceptin according to age, amongst currently married
(or in union) women with unmet need in 2005
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At the youngest age group close to half of all wométh unmet need have unmet need

for postponing, and, as expected, this declinesges rises. Although these married
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women aged 15-19 and 20-24 have some of the lolgests of need for family

planning (many of them stated they wanted to becpragnant), when they do want to
avoid pregnancy they have some of the highestdesfelinmet need (table 17 Appendix
1). Amongst young Cambodian women it is clear thate is a substantial proportion
wishing to postpone the birth of their first chéehd not using contraception— a group
which has so far been unacknowledged. The categiopostponers is also discussed

below in reference to the results from unmet neggession.

Binary logistic regression of unmet need

Binary logistic regression was used to determine&kwfactors increase the likelihood of
having unmet need. Only currently married womernwineed for family planning were
included in the base group. The response varigblehether a woman has unmet need
(as opposed to met need); it is testing which ahtaristics increase the likelihood of
having unmet need for contraception. The variakl#gred into the base model were
selected as they were all the possible variablas the data set, which in theory could
affect unmet need. Due to multicollinearity betwesealth and residence a set of
composite dummy variables was created (this isudsed further in Appendix 1). The
set of variables which | have called ‘medical caagiables’ do not directly relate to
family planning services. Instead, they measuretidrewomen reported that certain
issues were ‘a big problem’ in obtaining medicapHer themselves. These are used
as a proxy for measuring women'’s perceptions ofamlss to contraceptive services. A
limitation of this model is that the interactiontWween education and wealth, and

between education and residence was not takemaacmunt.

' The exact question asked was “Now | would likes you some questions about medical care for you
yourself. Many different factors can prevent womfeom getting medical advice or treatment for
themselves. When you are sick and want to get rakddvice or treatment, is each of the followingig
problem or not? Getting permission to go. Gettimghay needed for treatment. The distance to thetheal
facility. Having to take transport. Not wantingdo alone. Concern that there may not be a femalkthhe
provider. Concern that there may not be a heatthiger. Concern that there may be no drugs availabl
(NIPH et al.2006: 425)
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Backwards elimination was used for model specificabecause this allowed me to
place into the model all the variables | had a tétcal interest in, and to test which
ones had (and did not have) a statistically sigaift effect on the response variable. The
selection of explanatory variables, included inlding the model, was based on my
theoretical interests and knowledge (from the acacléterature on factors which affect
unmet need). | was interested in how socio-demduediactors such as education and
wealth affected unmet need: thus | included vaeslbr education, age, number of
living children, wealth and residence. | was alserested in whether people’s
utilisation of and attitudes towards health camwises had an effect on unmet need. To
attempt to test this | included the variables gemips ‘medical care variables’. Further
information on model specification, explanatoryiahles entered into the base model,
and the variables removed from the model afterifsogimce testing can be found in

Appendix 1.
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Table 2: Logistic regression of factors affecting mmet need for contraception

Parameter estimates, standard errors and odds fatim logistic regression models measuring effefts
socio-demographic characteristics, medical careabkes, and exposure to family planning messagekéan
media on unmet need for contraception, amongstiegawomen with a need for family planning

Variables Estimate SE Odds Ratio
Education
None 0 1
Primary -0.15** 0.07 0.86
Secondary+ -0.24** 0.09 0.79
Age
15-19 0.89%** 0.18 2.43
20-29 0.35%** 0.07 1.42
30-44 0 1
45-49 0.54%** 0.10 1.72

Number of Living Children

None 0.79*** 0.20 2.21
1-2 children 0 1

3-4 children 0.20%*** 0.07 1.22
5+ children 0.57*** 0.09 1.76

Wealth Residence Composite

Poorest 0.95%** 0.12 2.58
Poorer 0.81%** 0.11 2.24
Middle 0.61%*** 0.11 1.83
Richer rural 0.42%** 0.11 1.53
Richer urban 0.37* 0.20 1.45
Richest rural -0.06 0.13 0.94
Richest urban 0 1

Medical Care Variables

Money 0.23%** 0.07 1.26
Alone 0.20%** 0.06 1.22
No provider -0.29*** 0.10 0.75
No drugs 0.22%* 0.10 1.24
Health worker -0.21%** 0.06 0.81
Health facility -0.12** 0.06 0.89

Media Influence
Heard FP message -0.11* 0.06 0.90

Intercept -1.32%** 0.14
Note: *p < .1; **p < .05; ***p < .01
Source: Cambodia Demographic and Health Survey 2005
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Socio-demographic characteristics, including edapatage, parity and wealth, had

important effects on the likelihood of unmet nelédy findings are:

Education decreased the likelihood of unmet neadinly secondary education had

a greater effect than having only primary education

The independent effect of age was strong; with 8¢ar olds least likely to have
an unmet need, then 20-29 year olds, followed byi9%year olds. The youngest
age group, 15-19, were found to have 2.43 timesds (of having unmet need) of
30-44 year olds. It is possible that this young ggeip is under-catered for in terms
of family planning services and information, or lp@ps they are less able to
implement their contraceptive intentions (shoukeythave any intentions to use). In
a hierarchical society such as Cambodia where aaged to status and power, and
where young women are considered more virtuougnibriant about sex, this age
group of women (even though married) is likely t® ib difficult position with
regard to obtaining contraceptive information aschhology, and negotiating with
their partner about using it. (This is discusseathir below).

The effect of parity on unmet need is not straightird. Women with 1-2 children
were least likely to have an unmet need, and beyanitly 2 unmet need increases
for parity 3-4, and again for 5 and above. Womethwbo children had over double
the odds of having unmet need as those with 142at fulliparous women are the
group with the greatest odds of unmet need addbeursupport to the idea
(discussed above) that attention should be paidiuiiparous postponers as a
distinct category, rather than subsuming these wowiéh spacers. The results in
the regression above become more straightforwane ithink about three separate
needs for family planning: the need for postponsjacing and limiting. Looking
at the odds for women with no children (who we nhighsume are postponers),
they have the highest odds of unmet need, follomedomen with over 5 children.
The higher the parity the more likely it is thatege are women in need of

contraception for limiting, given that the averagkeal number of children in
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Cambodia is 3.3 for 2005. Thus it may be inferteat postponers have the greatest

unmet need for contraception followed by limitensl dastly spacers.

Odds ratios show a clear pattern between wealth wmdet need, with the
likelihood of unmet need increasing with every omnég decrease in wealth quintile.
The poorer a women is, the more likely she is teehanmet need: the poorest

women being over two and half times as likely a&srtbhest urban women.

Interestingly, residence seems to play no role fiecang unmet need. The
comparison between the richest-urban and richeat-was not significant. This
indicates that geographical distance to family piag clinics is not a major
obstacle to contraceptive use. This is supportethbyfact that variables for both
distance and transport being a large problem ikisgemedical help for self were
not significant in the model. This can be explaibgdhe fact that social marketing
of contraception is widespread, just under half.328 of daily pill users use
socially marketed brands (the daily pill being thest common method) (discussed
below).

Those who reported money being a problem in seehkmeglical care have an
increased likelihood of unmet need compared toelfos whom money is not a

problem (in this respect). Concern over going teealth facility alone, and concern
that there may be no drugs available both incréfasdikelihood of unmet need.

Unexpectedly, reporting concern over no provideraasobstacle to health care
decreases the likelihood of unmet need. Concern mevdemale provider was not
significant, although here contraceptive servicemy rdiffer from medical care.

Getting permission to go to the clinic was also sighificant. This corresponds to
the finding that husbands’ or others’ oppositionuse was cited by only 0.8% of
non-users as their reason for not intending toauseethod in the future. That some
of the medical care variables had significant eéffemn unmet need indicates that

there may be health system issues involved in uneed for contraception.

142



Chapter 5

» Exposure to family planning messages in the measanot had a great effect on the
likelihood of unmet need. Having heard a familyrpleng message in the past
twelve months decreased the likelihood of unmetirieonly 0.9 times, and this
was only significant at the 0.1 level. This indestonly a small trend towards
behaviour change communication (BCC) exposure hegpdd declines in unmet
need, leaving the possibility that family plannipgomotion is having a negligible
effect on unmet need.

This analysis has shown which factors increasedottas of having an unmet need for
contraception. Having lower levels of educationaltleand being of a younger age group
(below 44 years) all increased the odds of unmedin€hat the youngest age group (15-19)
and the nulliparous women have over double the addsnmet need compared to the
reference categories, shows that these groupsaatieytarly at risk of unmet need. The
previous chapter (4) discussed the timing of clalting and the social norm of beginning
childbearing immediately after marriage. That tleairygest and nulliparous women have
the highest odds of unmet need suggests this nemoti always the result of intentional
desires to be pregnant, but can occur as a resallack of contraception. The difference
between living in a rural or urban area was showhta have a statistically significant
effect on unmet need. This was an unexpected fijndihe univariate correlation (shown
using chi-square tests) between living in a rurahand having unmet need appears to be a
spurious relationship, attributable to confoundieffects of the other variables in the
regression model. This suggests that the geograjtience from health care providers in
rural areas does not make rural residents any mdrerable to unmet need than those of
similar characteristics in urban areas. This amalp®ints to the groups that are most
vulnerable to unmet need, and that policy makegssanvice providers should be aware of:
women with low or no education, low wealth, yourggs, and many or no children. It has
also pointed to some possible explanations for amaed, which the next section goes on

to examine further.

143



Chapter 5

Explanations for unmet need in Cambodia

In the Cambodian DHS, women not using contracepaioth not intending to use it were
asked to state their main reason for non-use. KHealhcerns together with fear of side-
effects are the most cited reasons (39%i%h2005), suggesting women may wish to use a
method, if they found one they perceived as sdfés figure has grown from 32.2% since
the year 2000. In both years the second most conmmason was difficulty becoming
pregnant (20.1% in 2005 and 24.0% in 2000). Thdicetes that infertility, or the
perception of infertility, may be a problem in tipspulation. It is likely that this group of
women perceive themselves to be not at risk of in@oy pregnant, either because they are
older, closer to menopause and subfecund, or theg kex infrequently. Thus they may
consider the risk of pregnancy too small to bothéh the costs and inconveniences of
contraception (Robegt al. 1996). Opposition to use, which was low in 200€ited by
10%, mainly own opposition not her husband’s orecthopposition - is now extremely
low at only 2.0%. Lack of knowledge of either methor source has decreased from an
already low 1.6% to 0.7%. Lack of access as thenmeason was cited by 0.5% in 2000
and 0% in 2005, similarly ‘costs too much’ is véow at 0.5% for both years. In the DHS,
women can only give one main reason, even thoug itiey have multiple reasons. This
is a major limitation of survey data which obligesople to constrain their answers and to
place them into the format (or world view) of the\ey designer. This is an issue which |

come back to below.

18 This is the sum of the proportion of women whdesiahealth concerns (35.8%) and those who statied si
effects (4%).
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Table 3: Reason for not intending to use a method

Main reason for not intending to use a method @ftllure amongst married non-users, who statedditey
not intend to use a method in the future.

Main reason not to use a method

Opposition to use 2.0
Respondent opposed 1.2
Husband opposed 0.6
Other opposed 0.2
Religious prohibition 0.1

Lack of knowledge 0.7
Knows no method 0.5
Knows no source 0.2

Method related reasons 42.1
Health concerns 35.8
Fears side-effects 4.0
Lack of access/too far 0.0
Costs too much 0.5
Inconvenient to use 0.5
Interferes with body 1.3

Fertility related reasons 46.6
Infrequent sex 9.4
Menopausal, hysterectomy 7.3
Subfecund, infecund 20.1
Wants more children 9.7

Other 7.6

Don’t know 1.0

Total 100.0 100.0

n 2667 2667

The picture from survey data suggests that womereger not perceiving themselves to
be at risk of conceiving or they are concerned abealth risks and side-effects. Lack of
knowledge, lack of access and cost appear not timpertant obstacles to contraceptive
use. Taking off from this starting point, | bega@dwork wanting to look in depth at how
to account for this high level of unmet need. THéSdata analysis was conducted prior to
gualitative data collection and analysis, and thangtative findings (above) fed into the
qguestions | asked and aspects | focused on inubbtative research. The purpose of the
following sub-section is to discuss the factors ahhiexplain unmet need, using
explanations given by women and men | talked wahgd my own observations. This
explanation has 4 main strands which interlink vatch other: 1) lack of knowledge, 2)

problems of access, 3) method related concerndtiirgde-effects), and 4) broader social
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norms that can create obstacles to contraceptige Tisese four strands arose from my

fieldwork inductively.

Knowledge of contraception

Quantitative data leads us to dismiss lack of kedgé as a reason for unmet need.
Knowledge of contraceptive methods amongst mamuethen is extremely high: 95.3 %
knew at least one modern method in 2000 and by 20i@5was practically universal at
99.4%. The mean number of methods known for cugrenarried women is 8.0. This has
increased from an already high 6.5 in 2000. Thisldeeem to suggest that the reason for
low contraceptive use is not due to lack of knowkdClearly, controlling fertility with
contraception is within women’s ‘calculus of coma choice’ (Coale 1973). However,
my ethnographic results led me realize that womery kmow of a method yet still lack
sufficient information to want to use that meth&showledge was lacking about the basic
facts — how to use the various methods, how thekwehat a procedure would entail for
an IUD fitting or sterilisation. This highlightsehinadequacy of survey questions that focus
on a binary response to measure knowledge of amytin: clearly, there are various
levels and dimensions to such knowledge. Most (@gtiale) respondents stated that they
did not know how the pill or injection worked, beybsaying that it was ‘hormones’- very

few ventured a description of what hormones were.

One of my first interviews on arriving in Rumduahy rural field site, was with a
commune official. She described one of the rumabi@ut contraception that she attributed

to causing a decline in the popularity of the ailk local level (in Rumduol village):

“There was a case of woman who tried to do an &ohut not all the fetus came out
and she began using the pill. The fetus at@sh(to obstruct, block, choke, plugged
up). She had attempted to do an abortion hersglpyéssing her stomach and drinking
traditional medicine. [She died.] So subsequentigrgone in Rumduol village is
afraid of using the pill, afraid they will die. Buithers use it and are not afraid.
Another issue is women on the pill with not enotigleat — that is dangerous for their
health. [...] It was many years ago, 2, 3 or 5, lilltsome people are still afraid of the
pill since then.” (female, alisite)
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Others in the village, including the Village HealMfolunteers (outreach workers who
distribute contraception on behalf of the publicaltie system), also reinforced her

statement that this event had caused some peoglepgaising the pill.

In the course of the fieldwork | came across mamynours’ about health risks and side-
effects of contraception: sometimes a fear of ngkserious illness such as cancer, heart
disease, ectopic pregnancies, or ‘lumps’, at dihers more immediate side-effects such as
headache, nausea, dizziness, etc. Sometimes ga@senfere of health risks or side-effects
that the contraceptive manufacturers report therasebn the packaging, so not simply to
be disregarded as ‘myths and rumours’. People didhave access to information that
would allow them to assess those risks nor did kmoyv whose advice to trust. Very often
| found people relied on the advice of friendsghbiours and relatives - people they knew
and trusted, and who had had experience with acpkmt contraceptive method — rather
than qualified medical professionals. | found tthas lack of knowledge, and other health
system issues discussed in chapter 3, had ledgemeral lack of trust in the health care
system. Furthermore, that this lack of trust wasllilng fears over contraceptive side-
effects. This relates to context covered in chaptéfere | discussed the Cambodian health
system, and raised the issue of trust in the heath system, and the divergence of the
population in regard to their belief in the traolital or the biomedical health sector. For
many people, their lack of trust in the health caystem permeated into their view of
modern contraceptives, as they perceived contraeefgichnologies as stemming from the
biomedical realm. If biomedicine was unfamiliar tteem, they were also cautious about

modern contraceptives.

“Implant? | haven't heard of it. [...] Nobody hereesslUDs. They use only the pill,
condom, injection and abortion. | don’t know whyayhe because we've never used it.
Ot dumloarb(not our custom). The only people who have usexihe from another
village and they said that it is so difficult fdvem because they have got a bit of blood
coming out, painful during having period. | heanettbut | don’t know.”

(Female, 36 years, 4 children (2 living), ruraé}it

This quote from a woman in Rumduol illustrates enown finding - that it is rare to find

someone who wants to be the first to try somethmegy. The experiences of people like
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oneself (in this case other rural women) are ralipdn in making contraceptive decisions.
This unwillingness to be the first or only one &ké up a behaviour is something that
permeates Cambodian society in many aspects, riptcontraception. There is a strong

sense of conformity, and pressure to not step ettoebounds of what is deemed normal.

Access: financial, administrative, geographic, and social barriers

Cost and income

At first glance it seems easy to say cost is noblastacle to modern method use; on the
face of the issue it appears that the economicaegpion for not using contraception does
not hold. Modern methods are available cheaplyy©@r#% of women not intending to use
a contraceptive method in the future cited costhag main reason for this (DHS 2005).
Women surveyed in the CDHS 2005, who used modentraception, were asked how
much they paid the last time they obtained a metkiodluding the cost of any
consultation). The median cost of contraception 2&gents (in US dollars). (Only 5.9%
obtained their method for free, and 3% did not kribe/cost (interestingly, 21% of women
did not know how much condoms cost —an illustratbmow little used they are and that
men buy them). The public and private sectors, N@@ksocial marketing schemes are all
important sources of contraception, and in all ¢hegtlets subsidised modern methods are
available. In my field sites, the contraceptivdspdistributed by government health care
providers were the combined oral contraceptive (EC@amond Lady (containing
levonorgestrel and ethinyl estradiol) and ‘Orvetté€ontaining norgestrel) and a
progesterone only pill (POP) recommended to breadihg women from 1 month after
birth. Other brands available from pharmacies andage clinics included ‘OK’ and
numerous others at higher prices. The injection p(@&estin, a brand of
medroxyprogesterone similar to Depo-Provera) anddoms are all offered widely at
subsidised prices making them affordable. Amongsinformants, even the poorest, these

methods were perceived of as cheap and easilyahiail

However, other methods, longer-acting methods -I1t@, the implant, and male and

female sterilisation - were thought of as expensamel out of reach for most people.
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Although a long-term method such as female statibs is a one-off cost, it was still seen
‘too expensive’, often without knowledge of how rhut would actually cost. In the DHS
survey women are asked theain reason for not intending to use a method — sidectdf
was by far the most common reason, but a more edalook at this issue, possible with
ethnographic research, revealed that, even if sifdets were not an issue, price would be
for the longer-acting methods. In my fieldwork sit¢he average cost of modern

contraceptive methods was as follows (no differdreteveen urban and rural prices):

Table 4: Cost of contraception in field sites

Cost in US dollars
Contraceptive method (prices converted
as 1$=4000Riel)
Daily Pill (per month) 0.13
-subsidised OK brand
-non-subsidised brands 6.00
Monthly Pill (per month) 0.25
Injections (3 months) 0.37
IUD 6.00
Condom 0.13
-subsidised OK brand (pack of 12 from health clinic or village health volunteer)
-subsidised brands (pack of 3 from a shop) 0.37
Female Sterilisation 175 .00
Male Sterilisation 175.00
Norplant 3.75
Monthly (Chinese) Pill (1 month) 0.25

The CDHS 2005 found the average price of contragepto be as follows:
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Table 5: Cost of modern contraceptive methods fronDHS 2005

Percentage of current users who did not pay for the method, who do not know the cost of the method, and

the median cost of the method®

Current contraceptive | Median Cost of | Percentage Free Do not know | n
method current method in cost

US dollars (at

R4242/9)
Pill (price per cycle) 0.24 1.2 0.9 1116
IUD 5.89 14.2 0.0 178
Injections 0.35 1.9 0.1 794
Condom (price per pack) 0.14 15.4 21.3 294
Female Sterilisation 50.0 25.6 7.9 180
Male Sterilisation * * * 9
Norplant * * * 19
Monthly Pill 0.12 1.2 0.9 159
Total 0.24 5.9 3.0 2749

Data on average income in Cambodia is unavaildliéDP 2007). The garment sector has
a minimum wage of US$50 per month (N#Sal. 2010: 43) and amongst my informants
working in the hospitality industry in Siem Reapasi@s started at around US$40 per
month. It is not simple to evaluate the cost oftcaception relative to an average salary
given the nature of the economy in Cambodia: firdtecause it is difficult to know what

an ‘average salary’ is (particularly as salary may be the only source of income), and
secondly, because different people have differentahds on the money available to them
i.e. expenditure (such as paying for housing, déaets, and remittances). As discussed in
the previous chapter (4), a high proportion of peowork in the informal sector in

unwaged jobs, partially subsidised off their la(@R.5% of employed adults over 15 are
either unpaid family workers or own-account worlersstimates of earnings in the

informal sector are not available (Né®al.2010: 25).

A nationally representative measure of standardéviolg is available in the form of per
capita household consumption, calculated from tlnlkbdia Socio-Economic Survey
(CSES); the most recent version with publishedlteseing the 2007 survey (World Bank

2009). Comparing per capita household consumptiohpaices of contraception allows us

9% Number of cases was too small (below 20) sdithees have been removed.
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to gauge how affordable the various methods aranMeer capita household consumption
per day in 2007 was 4,964 Riel (1 US dollar egapjsroximately 4000 Riel), ranging from
13,324 in Phnom Penh, to 6,976 in other urban nsgto 3,710 in rural regions (World
Bank 2009:15). So the average for Cambodia, of 3Ri@0per day, makes the comparative
cost of an IUD (R24000 or US$6) - almost 5 times dlaily household consumption. Food
consumption accounts for a huge share of overaitéloold consumption, on average 62%
of the total. Unsurprisingly, moving up the weatfhintiles, food as a proportion of total

consumption decreases, and regionally the ruraksspend more of their money on food.

Figure 14: Estimated shares (%) of food consumptioim total household consumption in current prices
by region and per capita consumption quintile 2007
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Source: Cambodian Socio-Economic Survey 2007 (after World Bank 2009 Table 8: 18).

Poverty is widespread in Cambodia and forces pempiaake hard choices about what to
go without, but it would be over simplifying the ttex to say that people do not have
enough money for contraception — the issueal®o about priorities and attitudes to
expenditure at all levels of society. It is noagiht forward to assume that money would be
spent on food first and other items afterwardsninfield work | was surprised to find that
even in fairly wealthy families there can be shotérvals when members go without food.

Although the consumption of large quantities oergrovided adequate caloriggahok
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(fish paste), a condiment, or salt were substitibedneat and vegetables. This was either
because of a temporary shortage of cash or a dedisiforgo food in order to use money
for something else. For example, the family maybb#ding a new house or paying for a
wedding, investment or medical treatment. The ulagty of cash income and expenses,
for many (from rich to poor), and an absence olituce of saving, creates a sense that
such temporary cash flow shortages are normal aceptable (at least, to a much greater
degree than compared to my own culture in the WR€latively few of my informants had
bank accounts; instead, accumulated wealth woulthbested in property or jewellery,
which would be sold when the money was needed. ibgokt the CSES 2007 survey data
we can see that 6% of total household expenditem wn “special occasions, as funerals,
weddings, parties, rituals, cash gifts, charity’efé/orld Bank 2009: 113). Even many of
my poorest informants regularly donated money t ghgoda. When viewed within the
wider cultural context such behaviour is rationgerforming rituals and religious
obligations, maintaining social relations and regioh are seen as important within a
Khmer world view, and this is reflected in the ambof money spent on them. People
acknowledged this, and even joked that for the maflemers spend on building new
pagodas they could have a health clinic in eveligge. Since most people do not receive a
regular salary, people use complex coping stragefgiebudget, for example, substituting
cheaper food items for quality products. Therenissaue of cash flow, how much in liquid
assets people have available at one time. Contraeemethods that require a large
expenditure at the outset are viewed as too expensven though, in the long-term they

are cost effective.

Lack of knowledge on pricing

It is not only the high cost of long-term methodsieth make them inaccessible, but also
the lack of knowledge regarding exactly how muacgythost. Most of my informants did
not know the cost of long-term methods, only theytwere expensive. Discrepancies in
pricing when obtaining methods from different s@s;,cfurther compounds the issue. This
uncertainty of pricing, (in my opinion) makes is¢elikely that people will seriously weigh
up the option of such a method. The importance aviing face and the rigid social

hierarchies play into a tendency to avoid situaiamich would be socially embarrassing
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such as attending a consultation with a healthgsibnal but then not being able to afford
a medical procedure or long-term contraceptive oetiPeople would prefer to avert the

potential for that kind of situation by avoidingigg to the clinic in the first place.

Administrative barriers

Important obstructions to contraceptive use caadinistrative barriers placed on who is
allowed to use contraception. Such limitations ajppe be present in Cambodia but are not
fully transparent, as recent policy documents, swach the National Strategy for
Reproductive and Sexual Health in Cambodia (200892QMOH 2006) and others (MOH
2010), do not make reference to protocols (or aeae of protocols) regarding who can
and cannot use specific methods. However, Camimdi@st policy document on
contraceptionBirth Spacing Policy for Cambodi@ 995) states: “Individuals and couples
should have unrestricted access to Birth Spacinyices” (MOH 1995: 2). The
government’s use of the term ‘birth spacing’ empdessthe use of contraceptives for the
purposes of spreading out births, rather than iingithe number of births a woman has.
The same document goes on to state: “Safe permarethbds of contraception should be
available with appropriate counselling to those wguest it on health grounds or grand
multiparity” (MOH 1995: 2). Further detail is givem an undated Ministry of Health report
which states the criteria which must be met forilsdation: “medical reasons; if women
<30 years minimum of 3 children, youngest childyears; if woman >30 years minimum
of 2 children, youngest child >2 years; careful msrlling; agreement of the spouse with
consent signed by both of them; client must hawe dhoice between local and general
anaesthesia” (MOH undated: 13).

Whilst short-term methods seem to be without retsns, the same cannot be said for
long-term methods. In my interviews with healtheca@roviders some stated that anyone
wanting to use any method was free to do so ane there no rules. However, a member
of staff at the provincial (public) hospital statiwht therevererules for who could access
long-term methods: IUDs, implants, and male andalensterilisation. A person obtaining

any of these methods would need to be marriedave B or 5 children already, and to have
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permission from their spouse. It is likely thatledast some private sector providers do not

limit long-term contraceptive provision in the sastengent way.

Geographic and social barriers

As with cost, the issue of geographic access appe#rto be an obstacle to contraceptive
use when looking at quantitative data: no womeedciiack of access/too far’ as their main
reason for not intending to use a method (tabléDB)S 2005). However, qualitative data
shows that distance can be a barrier. Amongst saraéinformants the travel required for
an 1UD or sterilisation (to the district hospitalasseen as an obstacle, because of the time,
the cost of travel and difficulty of arranging tedv Furthermore, the possibility of
something going wrong and it being a long way tdgok for a check-up, and the potential
costs of not being able to work if health were img@d were seen as too much to risk for
many rural women who needed to be physically fipéoform manual farm work. Here we

see the interplay of cost and side-effect worries:

“IUD- they don't use it.” [Why?] “Fear. No one hehas tried it so we don’t know the
results. We're far from the market. IUD and stedtion...they are difficult to get
done. You must get examined and sleep in the fsite don’'t have much money to
go so don’t. Some say contraception makes you triget a problem and then you
have to go back to the clinic teang (wash/clean out). They stop using it or they get
another injection to counteract the first — too, hob thin. Others get used to it and are
som(suited). Heard that if you use it you might getk cheeunfstuck/frozen blood)
where the blood vessels close down. Then when yop ssing it and become
pregnant, it might be difficult to give birth besaua lot of blood might come out.
There’s a rumour of an ectopic pregnancy/defornetdsfand needing surgery to take
it out. Everyone blames it on injectable contraiceptbut | know they had that in
ancient times too. (Female, 31 yeardittl crural site)

This quote highlights this combination of reasdiat together impede wider uptake of
contraceptives: distance, cost, lack of trustedwkedge, fear of side-effects and longer-
term health concerns. It was common in informargigitements about contraceptive
decision-making to hear multiple reasons interactinth each other. This re-enforces my
earlier point about surveys being unable to captuuétiple reasons, in this case women’s

actual reasons are multiple and complex when thegiaen the chance to reply in full.
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The issue of the distance needed to travel to mhbaig-term methods is an interesting one,
applying to rural areas only. In my rural fieldespeople travelled equally long distances
(as compared to the hospital) to consult tradifidmealers —kru Khmer— who had a
particular reputation or specialism. So it seems fiysical distance is interacting with
social distance. For some it was acceptable tekrd® km to skru Khmer people know
what will happen, it is a predictable social int#ran, with someone similar to themselves.
However to travel 10km to the hospital, to meet sone of a different, probably higher,

social standing in a very unfamiliar unpredictaibkeraction is much more daunting.

Arriving at the hospital can feel bewildering angbple can be unclear about where to go
and what to do. A client will, most likely, be sebg a stranger of a higher status than
themselves. Due to the power dynamics in the pewvitient relationship and the
hierarchical nature of such relationships in Canmdpotthe client is likely to feel unable to
negotiate with the provider. It is a disempowerstgp to put oneself in the hands of
someone else. The undesirable nature of this magdded to if an embarrassing and
uncomfortable physical examination is needed, @algrly given the context where people
are not used to being examined by health profeaEo®nce the client has submitted to
entering into that interaction, they may feel obtigto do as they are told. From this
perspective it is easy to see why not entering ih&b interaction is preferable, less scary,
than the unpredictable outcome that could occunfito Furthermore, given that the IUD
requires removal by a trained provider, for ruramen, probably the same one who put
the 1IUD in, it would require returning to the saperson and telling them to remove it. In
terms of saving face, a Cambodian woman is likelyeel uncomfortable going back and
saying this in case it angered the person whotpuit Sterilisation (male and female) is still
relatively uncommon in Cambodia, and in my fieldesiit tended to be viewed as
something which negatively altered one’s persona8urgery, in any case, was something
to be fearful of and treated as a last resort te sme’s life, there was no concept of

‘routine operations’ amongst my informants.
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Source of contraceptive methods

The source where married women obtain their coaptae method varies greatly
according to method: both the DHS data and my\fieltt confirmed this.

Table 6: Source of contraceptive method accordingptmethod, amongst married women who use
contraception

Female Male Total
Injec- Sterilis- | Sterilis- Monthly
Pill IUD tions | Condom | ation ation Norplant | pill
Public Sector 329 | 354 580 20.7 78.9 85.7 15.8 57| 405
National
hospital(PP) 45 1.4 26.1 0.0 0.0 2.2
Provincial
hospital (RH) 0.3 4.5 0.9 1.7 40.0 28.6 3.5
District hospital
(RH) 0.4 5.1 2.0 0.7 9.4 57.1 1.9
Health centre 30.1 12.4 51.3 14.6 1.1 3.1 29.7
Health post 1.0 14 1.3 0.9
Military hospital 0.0 0.0
other public 1.2 9.0 2.4 2.4 2.2 15.8 1.3 2.3
Private Medical
Sector 13.3 56.2 25.7 10.2 18.3 14.3 84.2 15.1 20.3
Private hospital 0.3 1.1 1.4 0.7 5.0 15.8 0.6 1.1
Private clinic 4.7 33.1 8.4 6.1 12.2 63.2 5.0 8.7
other private
medical 8.3 21.9 15.9 34 1.1 14.3 53 9.4 10.5
Other 53.8 8.4 16.3 69.0 2.8 0.0 0.0 79.2 39.2
Shop 31.7 2.9 47.3 64.2 22.5
Community
distributor 13.0 0.0 54 6.5 0.6 7.5
Friend/relative 0.4 0.6 0.1 3.4 1.3 0.7
Other 8.8 7.9 7.8 11.9 2.8 0.0 13.2 8.6
Total 100.0 | 100.0 | 100.0 100.0 100.0 100.0 100.0 100.0 | 100.0
n 1,101 177 792 290 167 7 19 158 | 2,711

PP = Phnom Penh

RH = Referral Hospital
From the DHS 2005, the majority of daily pill us€t3.8%), condom users (69%), and
monthly pill users (79.2%) obtain their contracees from sources other than the public
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and private medical sectors. The majority of thesenen are purchasing them in shops
(table 6). The IUD and implant are generally olgdirfrom private medical facilities
(56.2% and 84.2% - although Norplant is extremalgn =19). Finally, injections (58%)
and female sterilisation (78.9%) are most commaiiained from the public sector. Male
sterilisation is extremely raren£7). Overall the public sector accounts for 40.5% o
contraception, the private medical sector accotornt20.3% and the remaining 39.2% are

obtained from other sources (mostly shops 22.5%).

Use of social marketing brands

The population relies heavily on social marketimgnas of contraceptives which are
subsidised. Almost half (47.6%) of daily pill usé€tlse most common contraceptive method
used) used the social marketing brand ‘OK’ — ibagh cheap and widely available, from
both public and private health clinics, ‘village aith volunteers’ and pharmacies. The
brand distributed at public health clinics (the @) was used by 45.5%, with various
other brands used by a small proportion of wometnld 7 shows urban women use social

marketing brands more than rural women (73.8% coetpit 44.1% respectively).

Table 7: Use of social marketing for the daily pill married women

‘OK’ pill Other daily pills total

Place of Residence | rural 44.1% 55.9% 910
urban 73.8% 26.3% 160

Total 48.5% 51.5% 1070

Pearson Chi-Square value = 48.004, df = 1, p-value < 0.001.
Missing = 43.

Informed choice

A lack of informed choice on contraceptive optian&ilable is exacerbating the fear of
side-effects which is a major reason for unmet ndextording to the DHS 2005, only
62.5% of contraceptive users were informed aboteri@l side-effects or problems with
their chosen contraceptive method. This is probaélgted to the findings above which

showed that many women (22.5%) obtain their corppice method from shops rather
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than medical providers. Only 59.9% were informedwbwhat to do if they experienced
side effects and fewer still, 54.5%, were informadgbut alternative options. These low
figures go some way towards explaining why feaside-effects and health concerns are
the main reason for non-users not intending tocasgraception in the future. The patterns
vary by specific methods: users of the monthly gatteived the least information on side-
effects (only 31.1% informed of them, and 28.5%winfed what to do about them). Users
of injections received the most information (67%dtabout side effects). Worryingly,
12.9% of women sterilized in the last five yearfobe the survey were informed that the
method is permanent. This group of women were #&sst likely to be informed of

alternative methods (only 32.0% received this imfation).

Table 8: Informed choice

Percentage of users informed about possible side effects, informed what to do if they experienced side-
effects, and informed about alternative methods. Also, percentage of women sterilized in the last 5 years
who were informed that sterilisation is permanent

Current Told about | Told whatto | Told about | n Among sterilised
contraceptive side-effects do about | alternative women, percentage
method by health or | side-effects | methods by told that it would be
FP worker health or FP permanent

Pill 62.5 58.9 54.2 944

IUD 62.8 64.7 53.1 124

Injections 67.8 67.5 59.0 624

Female 64.6 49.7 32.0 81 87.1
Sterilisation

Norplant * * * 16

Monthly Pill 31.1 28.5 44.4 127

Total 62.5 59.9 54.5 1916 87.1

Although | made no attempt to quantify the scaléaok of informed choice, findings from
the fieldwork did support these quantitative resuibformants in the field had very mixed
reports of how much information and advice on sffects they were given, generally
receiving less or none if they purchased contrasepfrom shops or pharmacies, but some
women reported receiving no information on sideeef or alternatives when obtaining a

method from a health clinic (public or private).
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Belief and trust in health care system

An important factor deterring modern method use thaslack of trust in the Cambodian
health care system. Many people place their trusthé traditional healing sector (Chapter
3), and lack belief in biomedicine’s capabiliti&#s.an interview with the head of a health
clinic, | explained that the main focus of my resbawas trying to find out what the

obstacles were for those women who want to avadmancy but do not use contraception.

The health clinic head confirmed my hunch:

“Oh that's down to their beliefs — thesain kru aarek, sain neak {@vorship/pray to
and do offerings to guardian spirits). Also theg afraid of something new and
different. Traditionally, in former times, Khmerdhao contraception — they had 10 or
12 children, everyone — so it is still somethingusge for them. They are afraid to try
it.” (Male, 40s, rural site)

A lack of knowledge combines with a fear of the mokn; people trust their neighbours

and listen to village gossip rather than the adeideealth professionals.

“Not many people use the pill now, most go to ihjddey used to like the pill but
they forgot to take it too often. One lady who caimeyet the pill, she’'d used the pill
before, from a seller not the government, mayk®ad expired and she used it a lot.
Then later came here and used this pill, then gptadblem and went to thpairt
(medic/doctor) thepairt said you used a lot of contraception. Then aftet,tshe
spread the rumour that the pill can cause a Igiroblems. She got symptoms like
rerm (boils) round her waist, over the area of her wombanted to find out if it was
my pills that had caused it. | went to the villdggad and said can | meet that woman.
Then the woman denied spreading the rumours. Thatam used the monthly pill for
a long time, but only got problems later.”

(Female, village health volunteer, rural site)

“One women with 12 children said she didn't wany amore, didn't know what to do.

| advised her togng dai sbowr(be sterilised). She agreed. Then when | came back
three days later she didn't want to. She had lesteio the people around her. Another
time | went to give advice and many people putrthaine down. Then two days later |
went back to arrange a free car and no one wantgd enymore.” [Interviewer asks
the reason for unmet need?] “Because they donwkmoich about it [contraception],
the organisations go to educate people, offer mdnaek or free, but they trust their
neighbours more, for example, someone they know @iperience. They think if they
get sterilised they are afraid they won't be ablda heavy jobs.” [Interviewer asks the
biggest obstacle to contraceptive use?] “Knowled§ehey jeh dung (know and
understand), they use.” (Female, 20sDNBalth educator)

“Some are afraid to use it [contraception], thesomdno didn't go to discuss with a
pairt (medic/doctor), if they go they aren't afraid. Tdrees who buy it from a shop and
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don’t know how [to use it] they can get problemd¢scAsome bodies are suitaduv
(suited) to the pill others injection.” (Femab0s, traditional midwife)

This final quote, from achmob (traditional midwife) who had had some biomedical
training, brings together the ideas about fear lammivledge of contraceptives, with ideas
about how bodies are perceived as different froom edher. This leads into the following

sub-section, which discusses concerns specificalgted to contraceptive methods and
their effects on the body.

Method related concerns: side-effects, discontinuation, and models of the body

Side-effects: health and well being

The foremost explanation for the unmet need fortremeption to come out of the
ethnographic research is the fear of side-effestsleealth risks associated with their use.
In semi-structured interviews about contraceptiois ivas overwhelmingly the first and
main reason stated for not using a specific methdlandlady in Daunchem, the urban
field site, explained that people do not like te uontraceptives, because they do not
understand enough about them, they are not eduehimat them, so they are worried it
might affect their health:

“All hormonal contraception, they don’t want to usebecause it could affect their
health in the future and condoms not suited.” Fenfale, 60s, teacher, urban site)

“People here fear lumps in wondoh nou shownSome people believe rumours, such
as irregular periods, or headaches, but they aredbple who never come to the clinic
to discuss [contraception with me].” (Fden midwife, rural site)

‘Fear’ (klaaj) was a word | heard over and over again in thésmidsions. In some cases a
method had been tried and then discontinued duleetevoman experiencing side-effects,
but in many cases the method had not been trieduecof thefear that they would
experience a problem.

“Some people don't use contraception because tgyhey are not suited — [it makes
them] thin, fat, bleed, too much period, not enopghod.”
(Female, pharmacist/drug seller, rural site)
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“There are a lot of side-effects. If you use injatit can make you hot inside your
body. But if you protect by yourself, no problem.deneral taking the pill makes you
hot. The pill and injection are the same but tHeipweaker. But when you get your
period it's not so good, it drops not like it nodigadoes. It's not good...it's not like

your normal blood, it's black and less than normidrmally you might get 4 days, but
[when taking the pill] only 2 days and black.” Thimat's easier? Why bad? ‘It's less
and not good, black.” (Female, 20s, 1 chilthanrsite)

“l heard that if you do contraception after yow anarried it can cause you to be
infertile, because if you have taken the pill geation for a long time it can cause the
womb to close permanently.” (Male, 30 ge@rchildren, urban site)

The daily pill, monthly (Chinese) pill, injectionnd implant were grouped together by
informants as all working by ‘hormones’ to prevegmtegnancy. They were roughly
understood to contain the same or similar ‘ingretdie with the monthly (Chinese) pill
containing a higher dose than the daily pill, ahe tnjection a higher dose than the
monthly pill — based on the frequency with whiclsibdministered. The ‘ingredients’ were
often said to make the body hot and it was thisskate that was said to cause the relatively
immediate problems: headaches, dizziness, nausteeds or coldness, weight gain or loss,
vaginal discharge, changes to menstruation.

“People who don't use contraception it's becaussidé-effects. Some inject — bleed
lots, get thin, some suited some not suited. | fivas with daily pill and injection. |
changed to injection after using the pill for adotime because | was afraid for my
health.” (Female, 61 years, 6 cleitgrurban)

“I used the daily pill for five years. It made methat first but not later, but after 5
years | worried they would make my wormngtight andrung hard so | stopped using
and quickly became pregnant.” (Female, 34syenchildren, urban site)

A further source of concern was that even if tliesffects, such as headaches and nausea,
were not experienced, or they could be tolerdtetg-termuse of a hormonal method was
perceived to lead to potentially more serious lhegtoblems: drying, hardening or
‘withering’ of the womb, infertility, cancer, cystand other undefined health problems.
Several informants discussed the idea of ‘havibgeak’ from contraceptives, or changing
to another method, as something good for the bpdstjcularly after using a method for

some years:
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“l use day countindgbouern pairtbecause it's easy and | never have mistakes [used
for 10 years since married]. If | take medicine.[icontraceptive pill or injection] |
think it's difficult, I'm afraid of side-effects. bing medicine I'm afraid of cancer and
stunted/undeveloped wongsun sbownmost people say they've never used medicine
for a long time. They use only 2 or 3 years thaytstop because they're afraid it will
affect the womb. | don’'t know but | just heard frasther people so I'm not sure
whether this it true or not. Some are afraid ofdmainig infertile if they take medicine

for a long time.” (Female, 38 yeargh#idren, urban)

“I've heard that the OK pill can make withered/reéhwombsvet sbownif you use it
for a long time you can become infertile. If yolkdaoo many pills or injections, then
when you want a baby you cannot have one, the werdlosed forever.”

(Female, 28 years, 1 child, urban)

A concern over side effects was heightened whenewmowere breastfeeding.

Breastfeeding

Women generally breastfeed their infants and inespf daily contraceptive pills for
breastfeeding women being cheap and widely availatntraception was a particular

worry at this time:

“The pill, they say it makes you hot, and can cathsechild to get witheregvet The
child doesn't get chubby and grow healthily, itgg#tin. There are people who take the
pill and they say like that. I'm afraid of it. Whehe child is still breastfeeding they're
cold, and we're warm or they’re warm and we’re c@dme people take the pill and
they get blood coming out. | heard that and | doaite use it. The people who used it
first, everyone said they got some side-effecis, iappen, that happen, so I'm afraid-
condom, pill, injection. In our health we are fifi¢ we use natural method —
withdrawal or day counting] not hot or cold, norm8bme people who inject drop
blood the whole month, seeing them I'm afraid. W& successful by our way, natural
way.” [She uses withdrawal] (Female, 39 yedrshildren, rural site)

“I heard if you do contraception while breast feggdihe baby can wither and dry up
svet[becoming skinny], or you can get lumps.”
(Female, 39 years, 2 children, rural site)

“l used condoms when breast feeding as | was afh&igill and injection would make
the baby hot.” (Female, 36 years, 4 childretivigg), rural site)

These quotes about breastfeeding also show howledmmuently group all modern
contraceptive methods together, for example condaomdsnjections, despite them working

in completely different ways. Modern methods amped into one category which is little
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understood and held in opposition to ‘natural ways’using nothing to prevent pregnancy

or using withdrawal and day counting.

Traditional models of body

Before conducting fieldwork | had presumed thatold find many informants holding an
alternative view of how the human body works as pared to the biomedical model; a
model of the body informed by the Khmer traditiohhealing and medicine, a medical
tradition practised concomitantly with biomedicime Cambodia (Chapter 3). | had
hypothesised that this alternative model of theyboduld be fairly fixed and well-formed
and that people’s fear of modern methods of coaptian would be grounded in it. This
led me to ask many questions about how the bodksyevhat parts it is made up of, and
how specific contraceptives affect those partsioctions. Rather than finding a fixed body
of principles, | found people’s knowledge to varnpanously and understandings of how
the body physically works were frequently vague aadchy. On reflection this made
sense, since it is a Western biomedical view grednd Cartesian mind-body dualism that
separates the physical body from the mental, spiriand emotional self. Therefore it is
part of the cultural setting that biomedicine haslheed in, to have such a body of rules and
principles of parts and functions of the physicainan body. In Cambodia the mental and
physical are not so separate, nor is the socialt® supernatural. In the Khmer world
view, germs can make you ill, but so can a curse stems from a social relationship
turned sour. An ancestor or locality spirit whicashinadvertently been angered could be
the explanation for poor health, just as bacterianclean water could. Therefore it does
not make sense, within this cosmology, to partitashthe physical functioning of the
human body, as we do (more or less) in the Westerdical tradition. Other researchers
have also highlighted the way traditional medicabkledge varies within populations,
particularly between specialists and lay members gfopulation (Garro 1986; Randall
1993). | agree with Aveling (2012) who argues tn&trnational health interventions must
avoid essentialising local spheres of knowledgéixasl and unchanging; often there are
ambiguities and knowledge is not shared equallyregsball in a community. Local and
global ideas mixed and were evident in people’sceptualizations of contraceptive
functioning.
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The two ways of thinking, a biomedical and a tradial Khmer medicine, are not mutually

exclusive. A curse can be seen as the root causepbiysical problem and the physical
problem may be treated by biomedicine. Such supamdabeliefs can be the root

explanation of whyhat person developed that disease. In the Cambodeam Wliness is in

a category with other misfortunes gnuah t'nak A misfortune can take many forms such
as losing property, accidents, an illness, or psirjob. This refers back to the discussion
Khmer views of the body and illness in Chapter 3.

Informants’ statements about contraceptive sideetdfand functioning at times revealed
the mix of traditional and biomedical knowledgeead about hormones interacting with
humoral notions of hot and cold balance. Being hoastate, as well as being a problem in

and of itself, can also lead to other illnesses.

“When a man knows his wife uses the pill, he feei® of not getting pregnant. All the
sperm can go in and mix with the woman’s egg. Ttienpill destroys those mixed
eggs. At that time that is why it's really hot idsiher so that's why it affects the
health.” (Male, 24 years, 1 child, urban)site

“I| treated someone for painful urine. She drunkmmsdicine- cured. But then later she
took OK brand pills and came back with the samélern. Because they had made her
hot.” (Male, traditional healer, 60s, fusie)

However, informants often expressed more pragmaititudes to contraception: ‘if it
works for me | use it'. Rather than grounding thepinions in theories of how the
contraceptive operates, their perceptions stemmuad their own direct experience or the

experience of people they knew.

“Some people say the pill makes you hot but foritisenormal - like I'm not taking
anything, it didn't make me hot.”
(Female, monthly pill user, 31 years, 2 childremal site)

“All [contraceptive methods] are good accordingutich one you like.”
(Male, 48 years, 2 children, urban site)
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Mood changes and virility

Very few participants | spoke with knew anyone wiad undergone male or female

sterilisation. For most people it was too unknowaioé considered as an option and when |
asked them about it they would just say they didkmow anything about it. When people

did talk about male sterilisation it was in negatierms. It was said to lead to mood and
personality changes in the man, making him shonpered and angry, also reducing his
libido and sexual capability, which in turn leadr&ationship problems.

“Male sterilisation? — most have problems. Mangirttwives leave them, and their
wives get another man on the side. They are nad gb&doing’ [sex]. Not good at all.
They argue every day. Some people want to kill #ehaes, about that problem. They
cannot satisfy their wives because the man hagpahility. Basically, they don’t have
the desire for sex. The water comes out as noroualnot really aroused. After one
time, if the wife wants another time, the husbaondah't want to. If you talk about
female sterilisation: difficult for the woman.” Meéle, 58 years, urban site)

This woman was asked about her experience aftdrdstrand’s sterilisation:

“It [male sterilisation] is not good. [My husbanddame] mean and hot tempeggdk
jeut chu chauDifferent from normal. Before my husband felt Obyt right now it
seems like he has a bad feeling and hot temperchdisacteristics have changed. Some
people are OK. [...] right after he had done it hes\akright, but later | know that he
changed his attitude. He feels regret after, thalitl that [the operation].”

(Female, 42 years, 3 children, urban site)

Beauty and menstruation

Another perceived problem with modern contracegtive their effect on a woman’s
beauty, particularly in terms of the skin’s comptexand body weight. This is seen to be
related to the way hormonal methods affect menstrualf menstrual flow were to be
reduced, increased, irregular or stop this wouldden as a problem, upsetting the body’s
normal balance. Many of my participants, partidylarban and young women were highly
concerned about their complexion and skin tonehteigskin is associated with beauty and
many women go to great lengths to achieve lighter, @voiding sun exposure and using
whitening creams. Working indoors was generallynsee desirable and a way to gain light
skin. Skin colour is very much tied up with clansGambodia, and amongst Khmers there

is a wide variation of skin tones. Lighter skinaissociated with higher status, and wealth.
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The lightness of a person’s skin is one of manyofacthat people use to determine one’s
place in the social hierarchy and therefore deteenfiow someone is treated. One of the
concerns with contraceptives is that the upset émstmuation can lead to less desirable
skin. A related issue is weight gain or loss wheeim be caused by the pill and injection.
Young women and urban women reported weight gaia dsadvantage to contraceptive
use, and weight loss (but not too much) as a bernefa setting of food scarcity, such as
amongst poorer women and rural areas, being taoowlais highly undesirable. | found
many rural women saw weight gain as a benefit otreaeption, a sign of good health. It
was often commented as evidence of their satisfactiith the pill or injection that they

had put some weight aneeun saik meeun chedliterally, ‘to have meat and blood’).

“If I didn’t use this natural method | would useeoftom the doctor, like an IUD. But it
can make you get fat. Use the method accordingiteetves and we can take care of
our figure. They use the pill, can get fat. The anfy get fat. | think that
contraceptives can affect one’s health. For youalthe it can be hot, facial
discolouration, become fat. I've seen it. Neighisoar others, they say they use it and
it makes them hot. The injection, every 3 montlos} gon’t have a period, and get hot,
facial discolouration, like that. Just heard theay, 10t seen. It's bad if you don't get
your period, your complexion is not clear and ratli&Ve want to have it every month
—it's good. It can change, your blood, we thinleltkat in Cambodia.”

(Female, 36 years, 2 children, urban site)

“Some contraceptive medicine can be good for oskin, but a bit expensive like
Jasmine [brand] pill. It's expensive for normal pko It's expensive but OK [brand]
pill is also good too. It's only the rich peoplbgey prefer the expensive one, and they
are so boastful about using that medicine — it came all spots and facial
discolouration, as well as make their skin bealjtéeep young for a long time, make
lots of hormones.” [Interviewer asks: “What arerones?”] “Hormones? | just heard
it, | don’t know either. They said if somebody hets of spots or acne, if no hormones
the skin is dried up and our period is also hormtmwe If no hormones we have no
period either. So our period every month it me#as it takes off the entire bad things
—they come out.” (Female, 38 years, 2 childteban site)

Women also reported using the contraceptive igactr daily pill to bring on their
menstrual period if they had experienced amenoal{faad at times injections other than
the contraceptive injection). This single womancdgses using the pill or injection to

regulate her periods:

“Some use continually, others use once - like if gidn't get a period for two or three
months: use it one time then you'll get a perio@nce | didn't get a period for 3
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months and went to Om Jay's daughter [a nurse], gdnge me an injection, don't
know what of, but it made me really hot.” [Interwier: “Why do you want to get a
period?”] “Because period blood is really bad ahgou keep it in your skin is not
going to be good — black and dull. Also it is natod for your health [not having
periods]. Also period is changing your blood sa tkayood. Probably women can live
longer than men because of this.” (Femalgyezss, urban)

In my research this issue was usually discussdu neference to non-sexually active single
women, and was understood to be unrelated to pnegndBut it was also used as a
euphemism by sexually active women who could padytbe amenorrhoeic due to
pregnancy (and possibly as a way for them to retomormal periods without having to
acknowledge they could be pregnant). In both casess said to be successful for bringing

a return to regular periods.

Avoiding side-effects: condoms and natural methods

Another common theme was that people discusseddheice to use condoms or ‘natural

methods’ as a way to avoid the side-effects antthhaaks of other modern methods.

“Some, if they do injection they are afraid of hayian accident/dangers, so they don’t
use it. They decide to use condoms, as condoneaage’
(Female, 44 years, 3 children, rural site)

“l use condoms because | am afraid of my healtingeiffected if | use the pill or
injection.” (Female, 26 years, 2 childrarhan site)

“| want to use withdrawal because...easy. If you tdieepill you will ruin your health,
there isn't one [method] that's good, some get,thome get fat. Some who take the
pill, a lot get facial discolouratiofjooam muk.And because my husband won't let me
use the pill. He’s afraid it will ruin my health.”

(Female, 35 years, 2 children, urban site)

These sentiments were shared by people who adw#ests on health, both in the

biomedical sector and the traditional sector:

“Most people use condoms, because it's easy. Megtigst them when we go to
educate them. [...] They prefer condoms to the pilinjection because of the side
effects: too fat, too thin, blood all through themth.”

(Female, 20s, NGO health educator)

“| advise people to use withdrawal, because it iaside-effects like taking pills or
having the injection. A lot of people get side-eftelike too hot. From not enough
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food, just rice, lacking nutrients, some eat jusé rand salt. Also they test them on
foreigners who are larger and have enough nutrients
(Female, 50s, traditional midwife)

The issue of using traditional methods as a wayvoid the side-effects of modern

methods is addressed more thoroughly in the folgwthapter (6).

Problems with condoms

Although some people saw condoms as a way to ath@dside effects of hormonal
methods, others had experienced or heard of diffesiele effects related to condom use:

that they would irritate or damage either the vaginwomlroleat sbown

“I never used condoms regularly, | tried it once bdon't like it. After using it | [my
vagina] felt hot and irritategdaw grohaayWhy can't | use it?”
(Female, 27 years, 2 children, rural site)

“l heard condoms irritate the womnbleat sbown.”
(Female, 29 years, 3 children, urban site)

“Many people report irritation with condoms if dwely should stop use.”
(Female, 30s, pharmacist, urban site)

“Condoms can irritate the womb/vagir@eat showrand cause diseases.”
(Female, 51 years, 6 children, urban site)

“I have used them but it's not good if you use tHfema long time - for the woman — it
can irritate the womb/vagina.” (Male, &fars, 2 children, urban site)

This final quote illustrates the perception thatgderm use is problematic. This was also
the case for other methods (discussed above.)

Suitability
A recurrent idiom in discussions of contraceptioaswhat certain methods ‘suit’ certain
people. It was widely accepted that what suitefitied (somor trouv) one person may not
work for another person. This could be due to hbaffected their body or how well it
fitted in with their lifestyle, priorities or prefences. For example: the inconvenience or
embarrassment of having to obtain the pill or congl@egularly; forgetting to take the pill
or when to get another injection; being unable aoheavy work; dislike of swallowing
pills.
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“I've been using the injection for 10 years. Ittstsom[me]. It's no problem — easy.
My health is easy/comfortable. Can work as noriha. never tried any other method,
only done the injection. | didn’'t dare swallow fake the pill]. The midwifgairt gave
me the injection to try. Before | was thin, andtett time the midwife said ‘oh, go on,
inject contraception - you'll become fat’. And wheudlid, | just kept getting heavier
and heavierMeeun sait cheeum tutd have flesh and blood and fat. [i.e. Healthiet a
healthier] [...] Inject is easy. People who take ik some drop a lot of blood.
Injection — you don't have, it's easy. No need $e @very evening. Us, 3 months, we
go to inject. It's not easy to forget. Like if wake the pill, there are times when we
forget; take the pill - it's easy to forget.”

Interviewer: “Do you think there are obstacles/idiffities with using contraception?”

“No there is nothing difficult. If like me - nothindifficult. But some, they inject and
then drop blood [i.e. abnormal or heavy periodsivbatever, so they stop using it.
Some if they inject and aren't suited, they take il instead. If | took the pill I'd
forget! But | never take the injection one aftee thther. | do it one every 6 months. It
really works for me. When inject | don't have peisofor 6 months, then when | do
have [periods], so | inject again. Easy. In one ygjact just 2 times.”

(Female, 44 years, 3 children, rural site)

“Some use the pill, some use injection — accortiinghat is suited to them. Some are
not suitedsom- they feel not well if they are not suited to thagthod. [...] I've used
natural methods but now I'm using the pill. | juginted to try another method to try it
out.” [Interviewer: Did you stop using natural metls because it's not really effective
or..?] “No it's not like that. It's really effecte; but | forgot it then if | used medicine it
was alright. It would be so embarrassing/shamefubgt pregnant]. For young people
they can use it [withdrawal or periodic abstinendecause they are good at
memorising. Anyway, if they make a mistake it'sigiit because they are still young.
For me, I'm too old to have a baby. You know hdoe,old people, they don't have
babies, because it is so embarrassing in frontrefrgeople.”

(Female, 48 years, 5 children, urban site)

For some women, a dislike of swallowing tablets entlttm choose the injection over the
pill. During fieldwork | found there to be a culadmorm of preferring injectable medicine
over tablets (other researchers have also discugssdunwarranted over-reliance on
injectable forms of medicine - Soeters & Griffith803; Ovesen & Trankell 2010).

“I hate tablets, when | swallow them | feel likenl’going to vomit, | don’t know why.
When I'm ill | only inject medicine, so that's whydecided to take contraception by
injection.” (Female, 27 years, 2 childraural site)

Whereas condoms were said to cause irritation ior foa some women, they were said to

reduce the pleasure of sex for men.
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“People don't like to use it much because it's aagood feelingsrool - not skin to
skin. Not suited.” (Female, 59 yearshild, urban site)

“I haven’t used it but my friend told me that ifyase condoms you might as well not
have sex [i.e. no pleasure]. No good feeling(Female, 29 years, 1 child, urban site)

Certain methods were seen to be less compatiblecgitain life styles. For a rural farmer
whose schedule revolves around the farming seasioddily routine can be very irregular,

making it difficult to remember the pill.

“I'm careless. Sometimes forget. If | were to take pill or inject then sometimes |
would forget, or be busy with work, then the wayytake it, it's not regular. If you
contracept by yourself [withdrawal or periodic afshce]...well, you can do it. [...]
Even the injection you can forget too - when itie €nd of the month you can forget.
You've got to watch out, what time, what date i don’'t know what date it is.”
(Female, 39 years, 4 children, uses withdramzl site)

Broader social obstacles to contraceptive use

In the final part of this section, | broaden oug ttiscussion on factors affecting unmet
need; away from immediate barriers such as knowdedgcess and method related issues,
towards wider socio-cultural norms that can credastacles to contraceptive practice. The
appropriateness of a particular contraceptive nuetdepends partly on the cultural
construction of gender and sexuality. In Camboligh importance is placed on women’s
pre-marital virginity, and by extension, their igance of sexual matters (Tarr & Aggleton
1999; Fordham 2003). This places them in positiohéess power when they do enter
relationships, making it harder for them to discasatraception with their partner. It can

also mean young or unmarried women are stigmatissg:king contraception or advice.

Relationships, trust and condoms

Previous studies have presented the idea that omdoe viewed negatively, as they are
not considered suitable for a loving relationshipl @éhat the request to use them would be
interpreted as almost an accusation or admissioexthmarital sex (Tarr & Aggleton
1996; Fordham 2003). The times when my informaalised about this idea, was from
almost the opposite angle — as in they saw condonaspositive light because of STD
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protection association - that women should be ugifgecause they shouldn’t trust their
partners. Perhaps this was a reflection that theyewalking to me — a researcher
interviewing them about contraception, or perhapgais because Siem Reap might have a
higher proportion of sex workers than other ardaSambodia as a destination for migrants
and tourists. For example, a health educator wedisien the main benefit of the condom is
STD protection - that if your husband is not horyest could get an STD.

“Some ladies think if their husband has a condoméans they think the husband has
a girlfriend. If the husband sees the wife has comsl he will think the wife doesn’t
trust him. Some wives, when their husband comek fram Siem Reap, they won't
sleep with him if he doesn’t use a condom.”

(Female, 20s, NGO health educator, rural site)

Although amongst my informants | rarely met anyevieo admitted to using condoms, |

came across a perception of ‘most others’ usinglocors.

Morality and condoms

In discussing who uses which contraceptive metheitls the head of the rural health
clinic, he mentioned that condoms were f@oachj daarlaingpbayl yup(those who ‘go
around’ at night) and only used by one or two nealngouples. This was something | heard
many times. The idea points to the association éetvecondoms and illicit sex - premarital
sex or extramarital sex. It also related to theidé “geographical promiscuity” (Brickell
2007:137; 2011) that Brickell has written aboutr@gard to Cambodia, the notion that
increased spatial mobility away from the home e&dtto a loosening of morals and
acceptable behaviour, even more so at night. Sowseketing of condoms promotes the
idea that condoms are for groups of single mengtinguest houses — and the kind of
sexual relations that entails. For example, theegawent’'s campaign which promoted
100% condom use among sex workers and clients i(Bpidnayalkorn 2006) and the
condom billboard adverts (observed during fieldWwpnkhich use images of groups of
young men drinking and socialising in a nightcllikis a difficult balance. This approach to
promoting condom use has seen success in redutthqmnHCambodia (Rojanapithayalkorn

2006), but has compounded the association of coadmi illicit sex.
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Gender and sexuality: Virginity

High value is placed upon women'’s virginity at nege in Cambodia, as elsewhere in
Southeast Asia. The reputation of the entire fansiltied to the proper behaviour of their
daughters, and virginity is a major part of thid. €@urse virginity cannot generally be
observed by outsiders so it is the behaviour agtsgtiwith virginity that is monitored —
who a single woman is seen with, how independeey tire, the idea of geographical
promiscuity — of ‘going around’ with friends, pamiarly at night — drinking alcohol. Jobs
in Siem Reap can be placed on a hierarchy of apjtepess in this regard and young
women and their families have to negotiate whethereconomic benefits are worth the
reputation damage. | witnessed numerous examplethisfduring fieldwork: Charya
deciding to stop travelling to a Siem Reap markemf her nearby village to sell her
father’s fish catch; Bopha's parents forbidding frem working as a wedding beautician
because it entailed being out at other people’ssé®wat night; single mum Leakena’s
embarrassment at working at the karaoke bar bedwrsehildren were asleep at that time
and she could earn a relatively high salary. Osetsal circle and the physical circle one
travels in, the time unsupervised and unchaperosed,the hours one keeps become the
outward signs of virginity. Concerned young wometh police themselves to ensure their
reputation is intact — not socialising after damkt being alone with men, not drinking

alcohol.

Sexual ignorance

By extension of this importance of virginity, siegivomen are supposed to be ignorant of
sexual matters, including contraception, as toohrdetailed knowledge may imply sexual
experience. This has implications for when theyedter sexual relations. Often at marriage
they are not equipped with knowledge about conpthae, and if they do have the
knowledge they are unlikely to feel empowered ehotggraise the issue with their new
spouse. The ‘shyness’ of young Khmer women is &eatly talked about, and seen as a
natural and positive attribute, distinguishing thieom other nationalities, rather than a role
expected or imposed by society. Of course, it czooime a self-fulfilling prophecy as this
is how society defines women. In practice theseatdarriers keep young women from

gaining knowledge and access. With regard to tlegiroductive rights and health they are
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disadvantaged by such social expectations, but mgjard to their reputation and social

standing it is in their interests to stay ignoramtr at least to present themselves as such.

Embarrassment

At times sheer embarrassment of talking about eoepition can be an obstacle to use. A
young NGO health educator stated that the ethnetndmese women she works with on
the Tonle Sap Lake, have a preference for IUD eeadoms and other methods that must
be used frequently. She explained this as duesio émbarrassmenteean kmasin talking
about contraception. With an IUD the (nearly) omeetonly discussion and action which
takes place in fitting one, was preferable to aadpd discussion (with health worker and
husband) necessary for condoms, pill or injectise. A village health volunteer in Srolau,

who sells condoms, also pointed to people seekingymity when obtaining condoms.

“I sell condoms mostly to outsiders. Young men. éesglly when it's a festival, they
don’t dare go to a place near them. They go fayawéduy them.”
(Female, 30s, Village Health Volunteer, rural site)

Gender disparities and the role of men in family planning

Gender equality is now enshrined in Cambodian iavigoth the Cambodian Constitution
of 1993 and the Marriage and Family Law of 1989 gB 2011). However, according to
the Ministry of Women’s Affairs unequal gender telas are “deeply entrenched”
(MOWA 2009: 26). Women'’s participation in politicslower than in other countries in the
region: the proportion of women elected at the camenlevel was only 15% in 2007 and
to the National Assembly 19% in 2003 (UNFPA 201Ihere are substantial gender
differences in education and literacy, with fematadents accounting for only 39% of
upper secondary school pupils (UNFPA 2011). Accaydio the UN, “gender-based
violence, including domestic violence, rape sexablse and trafficking remains a
significant issue in Cambodia” (UNFPA 2011: 8). gsmatic national survey in 2009
found that 22.5% of women had suffered violencegeiated by their husbands (MOWA
2009). Furthermore attitudes which condone suchent® are widespread: the same
survey found that 50% of respondents felt thatodewit response from a husband (even to

the level of being life-threatening) was warrantethen the wife’s behaviour was
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argumentative, disrespectful or disobedient (MOWOR2 25). A culture of impunity for
perpetrators further exacerbates the problem. Qumy fieldwork | found attitudes that
wives should defer to their husbands to createrioar’ in the home were widespread, and
arguably these are at the root of this justifiaafior violence against women; wives should
not do anything to anger their husbands and ihtigband is angry it is their duty to calm

him with, as | was told many times, ‘sweet words’.

There is a double standard with regard to sexuélbvieur for men and women in
Cambodia: for men virginity at marriage is not nelgm as being as important as it is for
women. For some young men in Siem Reap visitinghlete on a night out is part of
socialising. Acknowledging that gender roles argaty constructed and contested (Ong &
Peletz 1995; and with regard to Cambodia, Brickéll1a and Hill & Heng 2012), there
nevertheless seems to have developed a dichototwed® good womenrs(ei la’or) and
bad women grei koichor broken/ruined women). | was surprised when migimbours in
Siem Reap brought round their boyfriends to sa@aln the front yard and were open
about the fact these were married men. All the h@grs knew that the young women
were being supported financially by the men. Butriéhn friends were not surprised by this

openness and lack of discretion. One explainedtlt asKhmer proverb:

“If you put your hand in the@rahokjar, put your whole arm in."pfahokis fermented
fish paste and a common cooking ingredient). (Female, 24 years, no children)

She interpreted this saying:

“Prahokis really smelly. If you touch it with your finggou will stink anyway, so you
might as well put your whole arm. That is compaied woman’s reputation.”
(Female, 24 years, no children)

That was their metaphor for women’s reputationsny hint of impropriety and the

woman’s reputation would be completely tarnishedoter Khmer proverb (commonly
mentioned by Khmers in my fieldwork and by researstworking on gender in Cambodia
(Tarr & Aggleton 1996) is:

“Men are like gold and women are like white cloth.”
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This was explained to me as meaning gold can bppeé in the mud and become new
again, but if a white cloth is dropped in mud itllwiever be clean again. With the
implication being that men can recover from mistakat women only have one chance to

preserve their reputation.

Jacobson (2008) has discussed how polygamy wasllarespected institution in pre-
colonial Cambodia: Angkorean kings are reportechawe had large harems of women.
(According to Jacobson (2008) this was a misreadfrtge ‘women of the palace’, that the
French mislabelled as a harem and held up as adyofbOriental despotism, thus
legitimizing the colonial project.) Whilst polygany illegal in contemporary Cambodia it
remains something active in people’s consciousriéss. not uncommon to hear gossip
about politicians or elites having several ‘wiveBhe most common types of acid attacks
on women (a growing crime in Cambodia) are widefidho be the result ddrapuan derm
(original or first wives) seeking to enact reverayed disfigure their husband’s mistress
(LICADHO 2003).

The termsbrapuoan jong(later or second wife) angbrhaayboth refer to a mistress that a
man supports financially, usually in secret from Wwife. There is a distinction between this
type of extramarital relationship and the more alyeeconomic, short-term transactional
sex with a prostitute. | was told that it is nocammon for men to visit brothels at the end
of a night out as a group activity and not someghimbe ashamed of between each other
(only something to be kept secret from wivessongsagirlfriends). The former types of
relationships are feared by wives to a greater edegone market seller | interviewed

compared the latter type of relationship (with agtitute) to paying for a meal:

“I think it's a simple thing for most people, theamalways has like that, | mean go out
and then have another one, but just like...we eatething and then we go and it's
finished. But it's not like a mistress. Mistresseake a lot of problems. They can have
a baby. And without telling the wife, feed themdawing...oh..the family must be
complicated... sometimes divorce because of thislenob

(female, 29 years, 1 child, urban)site

This quote exemplifies the relative tolerance tchad transactional sex, which is seen as

different from and less of a problem than a lorgféir with a mistress. Keeping a mistress
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was regarded as something only rich men would ke tabafford. | came across a greater
level of tolerance and resignation regarding miantadelity on the part of the husband

than | was accustomed to from my own backgrounds fiélates to the divergent concepts
of the nature of men and women: the Cambodian biewg that men are naturally inclined

towards needing more women to satisfy them sexuaty to the double standards which
place greater emphasis on women’s reputationsroeers, as being crucial to the harmony
of the wider family. Divorce is seen as more shainfefr a woman than a man, which may
make women tolerate abusive relationships longehasocial sanctions for leaving their

husband are strong. The categoryr&@mairefers to divorced or widowed women, yet there
is no corresponding term for men (at least | ditl cmme across one). The term is often

used in a derogatory manner.

| frequently came across talk of men not being sasble for such actions — that it was
male nature to be attracted to women and want hare one woman, and that there were
many ways women tricked men into falling for thdor,example, using sorcery fronmkeu
snai (specialist in love magic). Whilst drinking coffeath a friend in the market one day,
she told me that if a woman’s husband is havingféar the wife can put her menstrual
blood into something he will consume and he wive his mistress. She insisted this was
something people believed and that despite eldgni®g you go to hell for such an act,
some women do it. Rather than the man acting ofohis free will he is led astray by

someone else.

Men and masculinity in the Cambodian context haseeived very little attention in
academic literature, the exceptions are works hgkBH (2007; 2008; 2011b) and Jacobsen
(2007 267-272; 2012). One of the aims of this redeavas to include the perspectives of
men, as well as women, on the topic of family plagnWhile I think | achieved this to a
degree, | found the men | interviewed were on ayetass forthcoming than the women. |
frequently heard responses along the lines of H'tdkenow anything about contraception
because it's up to my wife’. The great importantaced on not losing face means there is a
tendency to not discuss topics that you do not kabwut in front of somebody who is

likely to know the ‘correct’ answer, such as an eatad foreigner. So the lack of
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willingness to talk about contraception on the mdnnen may have been something to do
with this. Crucially | think that many men genuipslw contraception as something which
lay under the wife’s realm of duties and not sonmgtlwhich they concerned themselves
with. This was frequently stated to me, and comwesls to other responsibilities and

everyday tasks being very much gendered.

| also think the reason for men’s quietness onstiigect of contraception was partly to do
with the interviewer effects of having two womereitview a man, and that they may have
been more forthcoming if | had had a male reseasskstant. Even better may have been to
remove myself (a Westerner as well as a femalen fthese interviews and have a
Cambodian male interview them, | think this woullvd made male respondents feel less
inhibited and may have produced richer accouniseRmd Hawkins (2002) advocate for
the use of peer ethnography in researching sexuhfeproductive behaviour and | think
this could have been fruitful in my research wheeedual difference of my being a woman
and a Westerner may have constructed too manyebafior some men to freely discuss
such private topics. This may also have been a wéwge the use of the ethnographic
method of long-term participant observation potdhtihindered frank discussions from
men: as | was trying to integrate and build rappetti friends and neighbours, | was aware
that it was not appropriate for a woman to go adoasking men about sexual behaviour.
Had | been a researcher who was entering and gxitie field quickly, such as when
conducting a survey or interviewing strangers, eatthan as someone living in the
community of study and trying to build longer teretationships, this may have been easier
and more fruitful. | was aware of trying to keepalance in the aims of my research, and
conscious that being labelled within the commumisysomeone known for inappropriate

behaviour would hinder access to some informants.

Summary of Part 2

The second part of this chapter has analysed exfobens for unmet need using both
guantitative and qualitative data. A common findingnumerous countries is that side-

effects are a major obstacle to contraceptive @&ash 1999; Casterlinet al. 1997;
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Campbellet al. 2006); this was also the case for Cambodia. Bath dources confirm that
fear of side-effects is an important obstacle totiaxeptive use in Cambodia. The initial
reading of the quantitative data, from the DHSstek that lack of knowledge, cost and
distance are not significant barriers to contrageptise. These results seem to show wide
availability and cheapness of methods. Howevel) witmore nuanced look, possible with
ethnographic research, we find that these thrderfacan be and are obstaclésus, while

it seems on the face of it that there is a wided®n of methods, that are cheap and
available, actually, this only applies to oral caoceptives, injectables and condoms.
Similarly, with the issue of women’s knowledge afntraception: survey data suggests
knowledge is universal, yet in depth qualitativéadshowed that this is not the case. Whilst
most women had heard of several methods, they &ftew little more than the name of a
specific method. Having heard of a method doescoostitute thorough knowledge, for
example, knowledge of how it works, and what itlvat may do to the user’s body.

Without thorough knowledge people are not confiderdugh to use modern methods.

The findings have shown that there are multiplessea why women do not use, or have
negative perceptions of, modern methods of conptam® and that these reasons often
overlap and interact with each other. This has b&sn found in numerous other contexts
(Casterline & Sinding 2000). For example, the isetiphysical distance, social distance
between client and provider, distrust of the hegjtstem, unpredictable financial costs, and
health fears, interact together to discourage wofrem seeking long-term contraceptive
methods. Modern methods are frequently groupedthegeand the side effects of one
attributed to all. This makes the availability bétmonthly pill particularly problematic: not

only are users of this illicit pharmaceutical expecing side-effects, but the side-effects of
the monthly pill are then associated with othernmmmal methods, therefore further
discouraging use of contraception. Traditional n®def the body differ from the

biomedical model (chapter 3). This relates to co@ptive use when women interpret
bodily changes due to use of a method in a negatane Amenorrhoea, disruption of

normal menses, and feeling hot, were all takena®ivng signs that a method was having
harmful effects on the body. Local concepts of haraaatomy and physiology were also

found to hinder use of modern contraceptives iruR&taynard-Tucker 1989). The final
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section of the chapter examined broader socialaclest to contraceptive use. This
discussion of the explanations for unmet need mgicoed in the following two chapters, as
more findings are incorporated and a fuller pictemgerges.

Conclusion

The purpose of this chapter was to establish theecu patterns of contraceptive use in
Cambodia, and to explain why women are not usingeno methods despite not wanting
to become pregnant. | began by examining pattemdstr&nds in contraceptive use, using
secondary analyses of survey data. After assessieglevel of unmet need for

contraception in Cambodia compared to other coestiiogistic regression was used to
analyse the factors associated with unmet needigUsie ethnographic findings of my

fieldwork, 1 discussed women’s and men’s experisnemd perceptions of modern
contraceptive methods. This highlighted multiple aomplex factors which act as barriers,

preventing couples from controlling when and ifytheecome pregnant.
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Chapter 6

‘The doctor’s way’: traditional contraception and modernity

This chapter explores the use of traditional meshoflcontraception in Cambodia. It
begins by establishing the trends in the use dfitteamal methods, then assesses the
factors which increase the likelihood of women gdiraditional as opposed to modern
contraceptives (part 1). In part 2 explanationstifa pattern of traditional method use
are examined. Through further analysis of the Cati@soDHS 2000 and 2005 data and
findings from the qualitative fieldwork, | examitiee factors which explain the pattern
of traditional method use. The chapter builds anfthdings of the previous chapter (5)
which looked in-depth at the perceptions and useadern methods of family planning,
as well as the factors that deter people from usnoglern contraceptives. Whilst the
previous chapter focused on modern methods, thepteh addresses traditional
methods: thus building up to a full picture of thy contraception is used and
perceived in Cambodia. By looking at obstacles @detgrminants to traditional method
use, the current chapter furthers the explanataiéned in Chapter 5 for unmet need
for contraception (that is, when women use neithedern nor traditional methods, in

spite of wishing to avoid pregnancy).

Part 1: Patterns of traditional method use

Contraceptive use and method mix

Between 2000 and 2005 there was a substantialishiie contraceptive method mix of
Cambodia, with traditional contraceptive methodsdmeing increasingly popular.

Figure 15 shows that only 5% of married women wgsig a traditional method in
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2000, and by 2005 this had grown to 12.8%. Sincelemo method use was also
increasing during the same period, from 18.8% t@%y it is difficult to see just how

much traditional methods grew in comparison to moadeethods.

Figure 15: Contraceptive method type: percentage aharried women (aged 15-49) in 2000 and 2005
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To find out which method type increased the moss ihelpful to look at traditional
method use amongst contraceptive users only (exgjutbn-users), as in figure 16. As
a proportion of all methods used, traditional mdtho(including folk methods,
lactational amenorrhoea, periodic abstinence agacdanting) increased from a fifth of
users (21.2% in 2000) to nearly a third of all caoeptive users (32.4% in 2005).
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Figure 16: Contraceptive Method Mix: percentage ofmarried women (aged 15-49) using each
contraceptive, amongst contraceptive users in 20@hd 2005
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By 2005 a traditional method, withdrawal, had beedhe second most popular method,

used by a fifth of all users. Whilst use of withdeh and the daily pill increased in
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comparison to other methods, the proportions oftrecaptive users relying on

injectables or sterilisation decreased over thigoge

Cambodia’s neighbouring countries do not shareséime patterns of contraceptive use.
Both Thailand and Vietnam have high contraceptikevalence rates. In Vietnam 91%
of currently married women (aged 15-49) use a emseftive method and a large share
of the method mix is covered by IUD use (65% ofrently married women use an 1UD)
(CPFC & ORC Macro 2003). In Thailand 72% of marriedmen (aged 15-49) use
contraception and almost all of this is modern médth 70% use a modern method
(NSO 2006). The key contraceptives in Thailand’sthond mix are the pill (31%),
female sterilisation (25%) and injection (10%). Imdonesia the pattern is different
again: the main methods used are injectables (28%)the pill (13%), with all other
methods used by less than 5% of married women @RPB&RC Macro 2003). Here, the
contraceptive prevalence rate is 60% amongst ndamiemen aged 15-49; the vast

majority of this is modern method use (57%).

Demographic variation in method type

In order to further explore traditional method u#ieis subsection will look at the
demographic variation in thigpe of contraceptive used. Crosstabulations are pteden
which show the relationship between contraceptse type and various characteristics:
age, education, residence, and wealth (table @ .dfta are for women aged 15-49, who
were married or living with a partner, using the l€®2000 and 2005. Chi-squared tests

show that these patterns are statistically sigific

Table 9: Current contraceptive use type by backgrond characteristics 2000 and 2005

Percentage of currently married (or in union) woraeoording to contraceptive method type by

background characteristic

2 Folk method cases have been combined with traditimethod cases as the frequencies for folk were
so low: in 2000 seven married (or in union) womeparted currently using folk methods and in 2065 th
figure was eight women. Wealth data was not akkgléor 2000.
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2000 2005
Contraceptive Use Type Contraceptive Use Type
Total Total
Background No Traditional Modern Total ~ Sample No Traditional Modern Total ~ Sample
Characteristic ~ Method Method  Method percent Size Method Method Method  percent Size
Age
15-19 91.1 1.8 7.1 100 438 79.1 7.1 13.7 100 364
20-24 84.5 3.1 12.4 100 1008 65.5 11.3 23.3 100 1671
25-29 76.6 4.7 18.7 100 1612 58.4 111 30.5 100 1568
30-34 69.2 7.1 23.8 100 1797 51.0 15.6 334 100 1730
35-39 69.1 5.4 25.5 100 1765 50.4 151 34.5 100 1825
40-44 73.2 6.5 20.3 100 1428 57.4 14.6 28.0 100 1652
45-49 89.8 2.6 7.5 100 1023 78.8 9.3 11.9 100 1278
Pearson Chi-Square value = 313.024, df = 12, pevalu  Pearson Chi-Square value =421.999, df =12, p-vald®01.
0.001. Missing cases = 0. Missing cases = 0.
Education
None 80.7 3.1 16.2 100 2798 69.8 8.0 22.2 100 2291
Primary 76.6 4.3 19.0 100 4960 59.5 12.9 27.6 100 5959
Secondary+ 65.0 11.9 23.1 100 1314 49.7 18.4 32.0 100 1771
(Higher) 46.2 23.1 30.8 100 65
Pearson Chi-Square value = 199.324, df = 4, p-value Pearson Chi-Square value = 194.882, df = 6, peval0.001.
0.001.
Residence
Rural 77.8 4.3 17.9 100 7658 61.7 11.7 26.5 100 8515
Urban 67.3 9.1 23.6 100 1413 50.5 18.8 30.6 100 1573
Pearson Chi-Square value = 91.831, df = 2, p-value  Pearson Chi-Square value = 87.777, df = 2, p-valQé01.
0.001.
Wealth n/a n/a n/a n/a n/a
Poorest n/a n/a n/a n/a n/a 69.3 8.6 22.1 100 1957
Poorer n/a n/a n/a n/a n/a 65.6 9.3 25.1 100 2029
Middle n/a n/a n/a n/a n/a 61.3 115 27.3 100 1952
Richer n/a n/a n/a n/a n/a 58.7 12.6 28.7 100 2037
Richest n/a n/a n/a n/a n/a 46.0 21.7 32.2 100 2112
Pearson Chi-Square value = 333.601, df =\&lpe < 0.001.
Total 76.2 5.0 18.8 100 9071 60.0 12.8 27.2 100 10088
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The type of contraception used (traditional or nmoylevaries according to the
background characteristics of women. Use of tradétl and modern contraceptives
rises with each increase in education level, weglihtile and urban residence. The
effect of increasing age on traditional method isséess straight forward - with
traditional method use roughly increasing with ageil it decreases amongst the
45-49 age group. Not only are education, wealth amdirban place of residence
associated with more contraceptive use of bothstypet we can see that in the
most educated, wealthy and urban categories waditimethod use accounts for a
greater proportion of all contraceptive use. Foaregle, in 2005 amongst the
women with higher education 23.1% used a traditiomethod - relatively close to
the proportion that used a modern method (30.8%il&ly, for the richest
quintile of women, 21.7% used a traditional mettaodl 32.2% used a modern

method.

Factors increasing the likelihood of traditional method use

To explore further the factors associated with itiagal method use, whilst
controlling for confounding, effects, binary logestregression was used. This
logistic regression model tests the likelihood aing traditional contraceptive
methods, amongst married women aged 15-49 years wgeo a method of
contraception (either traditional or modern). Thlesponse variable is whether
women use traditional methods; modern contracepiseeis the reference category.
Just as in the logistic regression model for unmeéed (chapter 5), | used
backwards elimination to specify the model. Thissvigecause it allowed me to
begin with a model containing the complete setxpilanatory variables in which |
had a theoretical interest, and to systematicalijdithe most parsimonious model
by eliminating variables with no statistically sifycant effect on the response
variable. Each variable was tested in turn using likelihood ratio test. The
variable with the highed®P-value greater than the significance level of Ovids
removed from the model, creating a new base mddet process was repeated

until all the variables left in the model are sigr@nt at the level of 0.05.
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The variables entered into the base model wergemeral, the same as for the
logistic regression model in chapter 5 which tedsedors affecting the likelihood

of having unmet need for contraception; again, tveye selected as they were all
variables from the data set which, in theory, caafféct contraceptive use. Due to
multicollinearity between wealth, residence andoadion, these three variables (or
sets of dummy variables) had complex effects is thodel. In order to make the
results interpretable, interaction terms were idell for ‘wealth and education’,

‘wealth and residence’, and ‘education and residenc

Table 10: Education level by wealth (currently maried or in union women aged 15-49) in 2005

Education Level Total Number  of]
married
women
none primary Secondary+
Wealth Poorest 40.4 55.9 3.7 100 1957
index Poorer 29.6 63.5 7.0 100 2028
Middle 21.8 65.9 12.3 100 1953
Richer 14.4 63.7 21.9 100 2037
Richest 8.7 47 ( 44.8 100 2112
Total 22.7 59.1] 18.2 100 10087
Pearson Chi-Square value =1848.372, df =8, p-vala®01.

There is a strong, and statistically significardgrrelation between education and
wealth (table 10). If we consider the educatioreles the poorest group, 40.4%
have no education and 3.7% have secondary or higheomparison, amongst the
richest group only 8.7% have no education, and%4have secondary or higher.
The balance between education level at each waaltttile seems to be a gradual

change as we move from poorest to richest.
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Table 11: Education level by residence (currently mrried or in union women aged 15-49) in
2000

Education Level Total Number  of
married
women

none primary Secondary+

Place of| Urban 16.2 49.1 34.8 100 1571
Residence | Rural 23.9 60.9 15.1 100D 8515
Total 22.7 59.1 18.2 100 10086

Pearson Chi-Square value =346.6841, df =2, p-vala®01.

Table 11 shows there is a strong correlation batwesidence and education that is
statistically significant. Amongst urbanites, 16.2%4ve no education and 34.8%
have secondary or higher. Amongst rural women, ghédri proportion have no
education (23.9%) and fewer have secondary or higte2%).

The base group for the logistic regression modetusrently married or in union
women aged 15-49 years currently using a contraeephethod. The response
variable is contraceptive method type; the outcoaresO for modern method use

(reference category) and 1 for traditional methsef'u

Table 12: Logistic regression of factors affectingise of traditional contraception

Parameter estimates, standard errors and odds faifo logistic regression models measuring
effects of socio-demographic characteristics, nadiare variables, and exposure to family
planning messages in the media on contraceptivéypseamongst currently married or in union
women using contraception in 2005

2L A complete list of explanatory variables entenet ithe base model can be found in Appendix 2.
The appendix also contains a list of the explayat@riables which were non-significant and
therefore eliminated from the models after likebbaatio tests.
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Variables Estimate SE Odds Ratio
Age
15-19 -0.24 0.27 0.79
20-29 -0.29%** 0.0¢ 0.7t
30-44 0 1
45-49 0.54*** 0.14 1.72
Number of Living Children
None 0.81*** 0.29 2.26
1-2 children 0 1
3-4 children -0.14 0.09 0.87
5+ children -0.34%*= 0.12 0.71
Religion
Non-Buddhist -0.80%*** 0.28 0.45
Buddhist 0 1
Medical Care Variables
Permission -0.38*** 0.14 0.69
Distance -0.20** 0.08 0.82
Health facility -0.14* 0.07 0.87
Media Influence
Hearc FP messag 0.20** 0.0¢ 1.22
Wealth
Richest 1.35%** 0.52 3.87
Richel 1.23* 054 3.4z
Middle 1.27* 0.55 3.55
Poorer 1.49* 0.58 4.42
Poores 0 1
Education
None 1.19* 0.5¢ 3.27
Primary 1.19** 0.5¢ 3.2¢
Secondary+ 0 1
Wealth Education Interaction
For richest
none -1.43* 0.60 0.24
primary -1.08** 0.5¢ 0.34
secondary + 0
For richer
none -1.41* 0.60 0.24
primary -1.37** 0.5€ 0.2t
secondary + 0
For middle
none -1.34** 0.61 0.26
primary -1.39** 0.57 0.25
secondary + 0
For poore
none -2.06%** 0.64 0.13
primary -1.57%* 0.60 0.21
secondary 0
For poores
none 0
primary 0

Chapter 6
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secondary + 0

Intercept -1.76%** 0.52

Note:*p < .1; *p<.05; **p< .01
Source:Cambodia Demographic and Health Survey 2005

In order to interpret the effect of the interactimmm for wealth and education, odds

ratios were calculated separately (tables 13 apd 14

Table 13: Odds ratios for wealth differentials by @ucation

Groups Odds ratios
For women with no For women with For women with

education primary education secondary+ education
Richest 0.92 1.31 3.86
Richer 0.84 0.87 3.42
Middle 0.93 0.89 3.56
Poorer 0.57 0.92 4.44
Poorest 1 1 1

The effect of wealth for different education levels

» For women with no education being in any wealthegaty other than poorest
decreases the likelihood of using traditional mdthoHowever the effect of
wealth does not go in one direction: being in thehest, richer and middle
groups decreases the likelihood by 0.92, 0.84, @83 times, respectively,
however being in the poorer group decreases tebHdod by 0.57 times.

 For women with primary education being in the rgthgroup increases the
likelihood traditional use by 1.31 times, howeveiny in the richer, middle or
poorer groups decreases the risks compared to rethg poorest group.

* For women with secondary education, being in amgrotategory than poorest
increased the likelihood of traditional use subadly: being in the poorer group
increased the odds by 4.42 times, slightly lesseeme for middle (3.55 times)
and richer (3.42), but moving up again for richegs8.87.

The effects of wealth on tradition method use ardyf complex, making it difficult to
give a general statement. Having said this, iftthe extremes only are compared with
each other (i.e. the richest and the poorest) ffossible to draw some more intuitive

conclusions:
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» For women with no education, the odds of the ritlgesup are 0.92 times the
odds of the poorest group. For women with primatyaation, the odds of the
richest are 1.31 times the odds of the poorest.wamen with secondary or
higher education, the odds for the richest grougp 386 times the odds of the
poorest group.

In conclusion,the difference between richest and poorest is $rgwg women with
secondary education. Also, the effect of increasmweplth changes direction (i.e.
increases or decreases the risks) depending deuékeof education: amongst the non-
educated being in the richest wealth group (rathan poorest) decreases the risks;
amongst the primary educated, and even more sogshtire secondary educated, being
in the richest wealth group increases the riskisaafitional use compared to the poorest

wealth group.

Table 14 presents the odds ratios for the effecediication on the likelihood of

traditional method use.

Table 14: Odds ratios for education differentials ly wealth

Groups Odds ratios
For richest  For richer For middle  For poorer For poorest
none 0.78 0.80 0.86 0.42 3.29
primary 1.12 0.84 0.82 0.68 3.29
secondary + 1 1 1 1 1

The effect of education for different wealth groups
* In the richest group, having primary education éases the likelihood of
traditional use (by 1.12 times) over having secondar higher education,
whereas having no education decreases the likalillop 0.78 times) compared
to having secondary education.
* In the richer, middle and poorer groups both haviegeducation and having
primary education decreases the likelihood of traoal use over having

secondary education.
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* In the poorest group having no education or primagreases the risks of
traditional use by over three times (3.29) as caeghao having secondary
education.

In general, being more educated increases thdahded of using traditional methods.
However this pattern varies by wealth quintile wittp key exceptions: the pattern is
inverted for the poorest group, and amongst theestgroup primary educated women
are more likely to use traditional methods tharosdary educated womewithin most
wealth quintiles there is very little differencetWeen the effects of primary and the
effects of no education, thus the change appedrs taking place between primary and
secondary schooling (the richest group differs Jxdre most cases, more education is

having the effect of decreasing modern method eisgive to traditional method use.

Residence is not significant after controlling feealth and education (and interaction
terms). This was also the case in the unmet neatein{€hapter 5). On rerunning the
model with the wealth variables removed, residdmeeame significant. This suggests
that residence acts as a substitute for wealthclasr people tend to live in urban areas),
and that it is wealth that is having the true dffat traditional method use. If we assume
that rural women live further away from health flieis than urban women, this finding

indicates that traditional method use is not soigtipractised simply because these
women live far from health facilities that supplypdern methods. This interpretation is
supported by the effect of the medical care vagiathistance being a problem’: women
who reported that in obtaining medical care for’'srself, distance was a big problem,
had a decreased likelihood of using traditional hods, relative to women who said

distance was not a problem.

Traditional method use does vary by age but nat simgle direction. The effects of age
show that 45-49 year olds are the most likely te waditional methods and 20-29 year
olds are least likely. There is no significant eiffnce between the likelihood of 15-19
year olds and of 30-44 year olds. The independémtte of higher parity act to decrease
the likelihood of traditional use. Women with naldren are more than twice as likely

(2.26 times) to use traditional methods as wometh Wi2 children. The difference
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between women with 1-2 and 3-4 children was nati@ant, though having 5 children
or more decreased the odds of using traditionahaust In other words, as parity
increases the odds of traditional method use dserebhis suggests there may be a
tendency to use traditional methods for spacingobige the ideal family size is reached,

to change to a modern (and more effective) metbhdinit births.

Whereas religion was not significant in affectingmet need, it is significant in
affecting the type of contraceptive used. Being-Boddhist, in a population where the
majority (95%) are Buddhist (UNFPA 2011), decreasks likelihood of using

traditional methods by around half (0.45 times).

Only three of the variables relating to medicalechave a significant effect in this
model. These are: getting permission to go to dtthdacility being a big problem;
distance to the health facility being a big probjlemd having visited a health facility in
the last 12 months. They all reduce the likelih@dusing traditional methods, over
modern methods. Women who reported that gettinmiseron to go to a health facility
is a big problem have reduced odds of traditionethmd use: this may be related to the
partner cooperation required to use traditional hodés. We may have expected a
difficulty in getting permission to go to a clinto increase traditional method use, as
health facilities are a source of modern methodgdver this was not the case. Distance
to the health facility being a problem also redutesl odds of traditional method use.
Again we might have expected the opposite efféet] it would increase the odds of
traditional methods, for the same reason. Moderthoas are available at clinics, so it is
unexpected to find that when distance is a probomen have increased risks of
modern contraceptive use. Variables unimportant{gignificant) in traditional method
use are: getting money needed; having to takepgoatggoing alone; concern no female
health provider; concern no provider; concern nagdr and having been visited by a

health worker in the past 12 months.

Exposure to family planning messages in the meataeases the likelihood of using

traditional methods over modern methods. The erpeetfect would be for exposure to
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family planning messages to lead to an increasaadern methods. It is possible that
women hearing such messages are taking on boas &b®ut the advantages of spacing
and limiting births but are choosing to use tradili means to achieve this.

Alternatively, it may be that the wealthier and meducated groups of women (that this
model shows have higher likelihoods of traditionathod use) are more exposed to

media, and thus receive more family planning messagthat media.

Summary of Part 1

The preceding sub-section interpreted the resulithe logistic regression model for
traditional method use. This summary will focusyooih the variables | consider to have
resulted in the most interesting findings: the efeof the variables related to socio-
economic status. That is, wealth, education andlease. The effect of education was
that being more educated, in general, increaseslikeBhood of using traditional
methods. However, this pattern varies by wealttijgi with two key exceptions: the
pattern is inverted for the poorest group, and agabrthe richest group primary
educated women are more likely to use traditionathmds than secondary educated
women.Within most wealth quintiles there is very littlgfdrence between the effects
of primary and the effects of no education, thues ¢hange appears to be taking place
between primary and secondary schooling (the riairesip differs here). In most cases,
more education is having the effect of decreasingdem method use relative to
traditional method use.

Wealth has complex effects on the likelihoods afiitional methods use, it varies by
education level. The effect of increasing wealtlargdes direction (i.e. increases or
decreases the risks) depending on the level ofadiduc amongst the non-educated
being in the richest wealth group (rather than psprdecreases the risks; however,
amongst the primary educated, and even more sogshtire secondary educated, being

in the richest wealth group compared to the poogestip increases the likelihood of
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using traditional methods. Residence is not sigaift after controlling for wealth and
education (and interaction terms). On rerunning ritedel with the wealth variables
removed, residence became significant. This suggéstt residence was acting as a
substitute for wealth (as richer people tend te liv urban areas), and that it is wealth

that is having the true effect on traditional methuse.

Part 1 has described patterns of traditional copptive use, and analysed the factors
that increase the likelihood of traditional methegk. In order to explain the trends that
have so far been highlighted, the following sect{Part 2) moves on to an analysis of

gualitative data collected during fieldwork.

Part 2: Explaining the pattern of traditional method use

Many participants in this research expressed akdigr dissatisfaction with modern
contraceptive methods based on their experiencéear of side-effects to health
(Chapter 5). Amongst these women traditional methedre often seen as providing a
solution to the problem of avoiding pregnancy withgeopardising one’s health.
Although women of all social backgrounds placedagtienportance on being healthy,
their orientations towards how to be healthy dédterto some extent along class lines.
Their actions differed according to their leveltfst in biomedicine, but also their trust
in the type of biomedicine they could access. Ansbrgper class women | found a lack
of trust in the Cambodian health system; althoupgbythad a strong faith in
biomedicine’s efficacy, they were not confidentttiiaey could access the best of it
easily. When affluent people in Siem Reap becomewsy ill they travel abroad to
seek treatment in Vietnam, Bangkok or SingaporesyTtegard the health system in
Cambodia, both public and private, as inferior. yhkso do not necessarily have a blind
faith in biomedicine, using it selectively and ofteombining this type of health-seeking
behaviour with religious acts as a way to cureesln or maintain health. Many daily
rituals are oriented to preserving health and heggs in one’s family — from the daily

lighting of incense, sacrificing offerings, and yiray, to much larger calendar and life-
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cycle rituals. People of all socio-economic leveften take action on the advice of
fortune tellerskru teeayand guruskru. For wealthy urbanites, they are likely to seek
treatment for illness from a pharmacy or clinict,bo light of the perceived health risks
of modern methods, many prefer to control theirtilfigr with a non-supply
contraceptive method. They see a big differencevdomt using medication for a one-off
or temporary period to fix a problem, and usingegularly and long term when your
body is healthy.

“l used to use [the calendar method] because fot like this one because | can
avoid from the medicine, from having injection @iy something. | think... I'm
afraid of problems in the future. That's why | uké one. But it's not so common
in Cambodia.” (Female, 29 years, 1 chilthan site)

For this woman, using a traditional method enalfledto manage her childbearing at
the same time as avoiding the perceived risks alerocontraceptives. The following
sub-sections examine different methods of trad#iooontraception in turn before

discussing abortion and the use of multiple stiatetp control childbearing.

Periodic abstinence? as ‘the doctor’s way’

The only fertility awareness method that | camessin my field sites was the calendar
(or rhythm) method. The method requires that a wom@nitor her menstrual cycle,
and calculate the days she is fertile. Then she giteer abstain from sexual intercourse
or use another method during the fertile days.fifean being classified as a ‘traditional
method’ as demographers would, it was often refieegkbouern pairt‘the doctor’s

way'?®. People who used this method had learnt it fromithecare providers, usually a

22 The term periodic abstinence refers to situatishsre sexual intercourse is purposely abstainad fro
for a limited period of time. It usually describgeriods of abstinence within a sexually active
relationship. This may be practised as a way tadavecoming pregnant or it may be practised fosoea
unrelated to avoiding pregnancy, for example pestym abstinence that is concurrent with
breastfeeding. In this section | discuss periodlistiaence used for pregnancy prevention. In thémec
below entitled Abstinence | discuss periodic alesioe (during the post-partum period and mensesnwh
the reasons stated for abstaining are not primegited to pregnancy prevention.

% Kboernmeans a body of theories or principles.
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midwife. It was seen as a method suitable for eulcavomen rfeak jeh dung-
‘knowledgeable people’). There was a general canseramong people | spoke to
(including the general population and family plarproviders such as midwives and
pharmacists) that this was a method only for ‘kremlgleable people’. Some even said
that it was only for those who had studied medicih@vas not seen as an option for
illiterate (or rural) women, who were said to bereavell matched with a method like
the IUD or injection which required little monitag of time or one’s body, and only
infrequent action.

“Counting days? | think... [we] don’t have that [ihig village]. Some they read
according to the book and do in line with that, bsithere, not many of us read like
those who read books. They read the method, hale ibin the book, when is the
time... this month... this day... that day... yes they higkat method]. The people
who have ever studied to bepairt (medic/doctor), they know, but the normal
people; who is going to know about that? They nygstbtect by pill or injection.”
(Female, 44 years, 3 children, rural site)

“Well to say how it is, some poor people are natyvelever.” [Research assistant

interrupts: “Some poor families are illiterate”] H&y don’t know how to count

days. They don’t understand the way to do it, heardy. So that's why they like to

use the scientific methods like the IUD or injeatialone in one time. It is easier

than natural methods, avoiding from mistakes ad.Wdley might try to use a

natural method but then have a mistake and genpreggso after that they change

to use something like IUD or injection.”

(Female, 42 years, 3 children, urban)

The calendar method was seen as being more chialierigan other methods, but
suitable for women whose daily lives already inweahan awareness of the clock and the
calendar, such as teachers or civil servants. Wamey rural field site, mostly farmers
or shopkeepers, whose lives did not revolve ardghadlock and the calendar, perceived
the method as something that would not fit withnthé&Some pointed out, that women
who used ‘the doctors way’ were women who were ifiam with the
Gregorian/international calendar, used in Cambddia civil purposes. The other
calendar system used in Cambodia is the Khmerdiari€alendar on which religious
events are based. Many rural women only follow Ithr@solar calendar, important for
observing the weeklingai sel‘holy day’ and larger religious festivals. In nyral site

women often kept track of the month by lookingheg tvaxing and waning of the moon,
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not necessarily using a written calendar. Someagxg@dl their use of the Khmer calendar
and unfamiliarity with the ‘foreign calendar’ asithg part of the reason they could not

use the day counting method.

There is also an issue of men’s cooperation affgdtie possibility of using the calendar
method or withdrawal — whether the man can andaaititrol ejaculation and/or abstain.
Fertility awareness based methods require the w@mpartner to cooperate, by
agreeing to abstain or use another method duriedettile period (WHO & CPP 2007:

239). Alternatively it requires sexual autonomytbe part of the woman to be able to
control when she has sex (Johnson-Hanks 2002). Suwnght this type of cooperation
varied between socio-economic groups, others enggthshat this was down to the

individual couple’s relationship.

“Poor people they don’t know how to use the natorathods so that's why they go
to do the injection. The people who are at the trgsite, they are uneducated so
they don’t know how to use the natural methodsti@darly because of the man’s
feeling. But the people who live in the cityn€ak psar— market people’) they
decide to ‘release’ they will release [can congjalculation]. But in the countryside
they cannot control their minds at the end of seiutarcourse or they are drunk.
And some men, they are really eager to have sewy elay (‘'mowp) [so cannot
abstain]. Yes some people they like to sleep vhighrtwife a lot. [...] But us people
who live in the city, normal people [rich peoplegYy have their wife earn a living,
not have lots of kids. They are educated so theyowmtrol their mind and they
have to do the job as well.” (Femad4, years,

6 children, urban)

“We use natural methods for couples who underseaxh other. But for people
who live at countryside they drink beer or they rm@ncontrol their minds.

According to our mind - if we don’t understand eaither so we cannot do this
method too. | don’t mean rich people only [can ddit the most important thing
is it's up to the family. Some they don’t understaaven rich or poor, they think
about their feeling only so we can say it depemdthe people.”

(Female, 38 years, 2 children, urban)

As well as being considered to be a method suitablg for certain types of couples
(who communicate and cooperate with each other) cddendar method fits with
dominant Khmer ideals of femininity: of being sdisciplined and in control.

Disciplined, in this sense, means being in cordfane’s bodily disposition, movement,

speech and emotions, and in Khmer literature ioa@a®d with Khmer ideals of
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virtuous women (Ledgerwood 1990). This is somethamgculated in schools and in
advice from parents and elders about how girls lshbehave, and in the didactic codes
for women, theChbap Sre(Rules for Women). For example not laughing loutging
messy or uncontrolled in one’s movements. And béingontrol, in the same way that
the norm is for women to be responsible for houkkludgeting, controlling the
number and timing of births is seen to be large/women’s responsibility. A decision
on having children may be made jointly, but theis kery much seen to be the woman’s
job to ensure that things go to plan. In the intamg, women who had had unplanned
pregnancies and abortions often spoke of beingrbti and ‘scolded’ by their husband.
Men likewise frequently commented that it was up tteeir wife to organise

contraception.

“According to my observation, it is only the womavho finds out about the

method to protect from having a child. Men, theyp'ticare about it. If their wife is

ignorant about contraception, in the family theyghtihave a lot of children. The

man won'’t trouble himself with that. If us womerddit go out and find some

method for ourselves to improve the standing dhgwvof our families and waited

for the men to do it...not likely. [They] don’t boththemselves with that.”
(Female, 38 years, 2 children, urban)

“No, you don’t use withdrawal all the time, you uday counting too. Most

important is to ask the wife, if she says we cavhsex] then we can. Important is:

it's ‘on’ the wife [it is her responsibility]. Thusband is not important, he doesn't

know, because sometimes he gets drunk. [...] Imptiytahis up to the wife.”

(Male, 24 years, 1 child, urban)

Because the calendar method is associated withedii@mme in a positive way (modern
and scientific but without side effects), and agsed with education (being only for
‘knowledgeable people’) it has come to be seenoasething modern. In this way it
correlates with identity ideals aspired to by weglteducated, urban women. It was in
no way thought of as a ‘traditional method’ of aaweption, but rather something for
urban, well-informed, modern, educated women. Asathod that conforms to these
gendered norms and duties, and distinguishes theatztl from the uneducated, not to
mention having the advantage of maintaining on&alth (and beauty), the calendar
method has become increasingly popular for elitéss is confirmed by both the CDHS

findings above and my qualitative findings. The Ipdisctors away from using modern
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methods, and the pull factors towards non-invagoe ‘non-supply’) methods both
contribute to the pattern observed in survey dBtat(1 of this chapter), and therefore
explain why the odds of using traditional methaolge¢ modern methods) are greater for

wealthy, educated women than poor uneducated women.

Withdrawal as ‘our own way’

Unlike periodic abstinence, withdrawal was not asged with being scientific and
educated, and | did not come across any healthex®rkho advised people how to use
it, as was the case for the calendar methddowever, like periodic abstinence, it did
share the association of being a healthy way taydet prevent births. | met women of
all wealth levels who used or had used this metbatljt was seen by some as being a

method for the less educated, particularly if usedhe only method.

“[People who use withdrawal] don’t have knowledtfeey are noneak jeh dung
knowledgeable people, they just know ‘no water abyh”
(Female, 20s, NGO health education worker)

Unsurprisingly, given the nature of this methodwiés often emphasised that this
method required the husband to commit to it, thusas said to be either entirely the
husband’s decision to do this, or more often that husband and wife had agreed
together to use this birth control strategy. | dd want to give the impression that
Cambodian men are all extremely well-behaved aneldignt towards their wives’
choices regarding traditional method use, but ratine this is one of the limiting factors
on the use of such methods: in order for the cotgpl@actise withdrawal or abstinence
the husband has to cooperate. If the husband eetosese this method, or gets drunk
and cannot control himself, or is unwilling to desanent during his wife’s fertile period
then traditional methods will not be used. Thetfgsote is from a woman asked about
any obstacles that put her off modern contraceptisech as expense or having to travel

to obtain them:

%4 It is possible that they did advise some peopleisa of withdrawal, but were not admitting it to,me
perhaps thinking this would seem un-modern or irexdr
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“No | don't think about that. But the important tigi is my health. | don'’t think
about it being expensive or making a journey. ut Bey say if you use it, it
doesn't affect your health, they spread out thermftion. But really/actually, in
our couple we can discuss and use this methoddvettel], so we use it. But if we
didn’'t have this method, we would use another ¢d® or...But our family can

talk together. If they don't agree, you must do setiiing yourself like IUD or the

pill. It's not important about the price, or anythi just health.” (Female, 36
years, 2 children, urban site)

“[Withdrawal] is according to the man, they migta that, it is up to the man if
they don’'t want a baby. Nobody teaches that.”
(Female, 36 years, 4 children (2 living), ruraékit

When interviewees were questioned about which nasthad contraception they had
heard of, people tended not to spontaneously ieclwihdrawal as a contraceptive
method, only including it in the category of comeption gar bunyea gomnerbirth
delayer’) when probed. It was often referred tdoag own way’, or ‘my husband has
his own way’, thus separating it from other methofisontraception. Colloquially, it is
referred to agat tuk graw beandpour the water outside the pot’ and usually cause
some amusement when discussed; probably becassdirgctly related to the act of sex
and, unlike condoms, has not been widely discussedadvertised in the media and
public life. The separation of withdrawal (as ‘oowvn way’) from other methods of
contraception, and the fact that it is still ratkevoo in conversation (evidenced by the
embarrassed laughter) raises the possibility thiatrhethod is underreported in survey
responses. This was found to be the case in Skd.asmere modern methods were open
for discussion but traditional methods were nogdieg to an underestimation of

contraceptive prevalence (Gajanayake & Caldwell0}99

Abstinence

The concept of abstinence is very familiar to Cadidas, in that there are specific times
and situations which call for a persondtorm ‘abstain’ from certain behaviours for
religious or cultural reasons. Buddhist monks andsnabstain from sex continually, as

do some Buddhist lay people and sdme khmer(traditional healers) otngai sel(holy
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days). These lay men and women tend to be eldeysnl reproductive age for women,
who have taken the 10 precepts of Buddhism. Incbigext the prohibition on sex is
one of a number of religious proscriptions thatagrd more ascetic, abstemious life.
Such self-denial and restraint is a part of religiaiscipline, so whilst permanent or
‘terminal’ abstinence is seen as the norm for tldergy, it makes sense that periodic
abstinence (the calendar method) is seen as abtefdta younger (i.e. reproductive
aged) people. Furthermore, abstinence is also eeghdefore marriage (chapter 4). For
married couples of reproductive age the traditiamaitext for abstinence is during the

post-partum period and during menstruation.

Post-partum abstinence continues to be observdmbtiyurban and rural women in my
field sites. The length of time varies considerdidyween individuals, according to how
disciplined they, or their husband can be and thieéngth of commitment to the beliefs
justifying the traditionally longer post-partum &hence (i.e. much longer than the
recommendations they reported from health careigeos of 1.5 to 4 months). Some
women reported waiting a few weeks, others a yaople thought the average was
around 3-6 months. They explained the reason fior ithto protect their health. A
woman who has recently given birth is said tasbesay kjay(or goan kjay) Sorsayis a
collective term for all vessels and fibres in thed¥ including nerves, veins, and
tendons.Sorsay kjaymeans ‘unripesorsay, and refers to the weakened state of a
woman’s body after birth, all post-partum women described as beingprsay kjay
During birth a woman’sorsayare strained and exerted, from pushing and usingllu
her strength and energy; this is said to resul icold state. Traditionally during this
period a woman lies on a raised bed over burningeesof charcoalapg plerng‘fire
roasting’); the purpose being to return her bodyatdbalanced state of hot/cold
equilibrium and to help her breast milk to flow. mmy rural field site many women
continued to observe this practice, often on retgrrfrom delivery at a hospital or
clinic. Likewise in the urban site, some womenjteas of lying above embers, found
other ways of restoring their hot/cold balance.give some examples | came across:
seeking out ‘hot injections’; running a warm electiron over their clothed lower

abdomen; ‘steaming’ by sitting under a blanket vatharge pan of just boiled water
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containing fragrant plants; wearing a woollen had éayers of clothes; taking the iron
tablets they received after delivering at hosp{&ime women reported that hospital
staff had told them the iron tablets would makenth®ot countering the need to lie
above embers).

Of major importance in this recuperation periodjely recognized as a dangerous time,
is the need to protect agairtkbah,literally ‘relapse’. The category aftoah captures a
range of health problems in the post-partum persadh as post-partum haemorrhage
and post-partum depression, and can cause materddlity. Elders advise that to
preventdtoah, post-partum women should avoid heavy lifting amdessive physical
work, cold showers, should abstain from sex anddagertain foods (whilst there are
many specific types of fruits or fish, for example,avoid, many women eat only rice
porridge during the period doingng plerng. There are several types dtoah
recognisable in different symptoms and dependintheir cause. Traditionally they are
treated by eithechmop(traditional midwife) and/okru khmer(traditional healer) with
traditional medicines tilam Khmer — Khmer medicine’) made from tree roots.
Preventative actions are taken in both the antemath post-natal period, and during
delivery, including drinkingtnam khmer a protective ceremonigodt seyma(White
(1996) and Hoban (2002) give detailed studies efpancy and childbirth in Cambodia,
including several types aftoal.

Sleeping with one’s husband too soon after birtkasl to cause a particular type of
dtoah called dtoah kbal domnaikhead of the bed relapse’. It was reported th& th
could lead to convulsions, and death. @ag mob(traditional midwife) described the
symptoms as locked jaw, stiffness, trembling, dalee, dry peeling skin and weight

loss. Sometimes the symptoms do not show immegyjdiat months or years later.

Researcher: “Do you know any time that people abétam sex?”

Interviewee: “As | told you [the calendar method].”

R: “What about after having a baby?”
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I: “After having a baby, maybe need to do that. yikay longer will be better. |
mean some people can do abstinence for 2 or 3,yaadsthen it will be good,
better. But no one can do it. | heard somebodynsay they can do maybe a year.
It's the best | heard.”

R: “What is it good for?”

I: “For the lady because they had the baby so #isyain for their health, so if you

can abstain like this it's good for the ladies, fatthe men. And also somebody

said that if you just had a baby like this and y@ve sex, so sometimes if you

didn’t protect you will have a baby again. So diste early — too close together.”

(Female, 29 years, 1 child, urban site)

This quote touches on some of the issues that @@menonly raised about post-partum
abstinence, such as women having difficulty in ngamgtheir partner who did not want
to abstain for as long the woman. Abstinence wasepeed (by women themselves) as
being good for the woman but not for the man. Giterknowledged that women too
sometimes could not wait as long as was advisedldsrs. The quote also highlights
how the traditional lengthy postpartum abstineneeogdl, grounded in traditional Khmer
medical reasoning (of the dangergdtdahfor sorsay kjaywomen), remains but has now
been modified and amalgamated with biomedical &ltacabstain - initially to recover
from birth and then to spread out childbearing. 8dnterviewees, particularly rural
women, justified the postpartum abstinence in tragial Khmer medical theory, whilst
others, often urban, discussed it in the framedottor's advice’. It was common for
both rural and urban women to know that ‘docfeagt’ recommend not having
children spaced too closely together because oh#uative effects for the mother’s

health.

In addition to the post-partum sex taboo, duringaman’s period sex is also taboo.
Women said this could cause health problems sudamsge the womb, transmit germs
and worsen their complexion. It is likely that thienstrual taboo is a historical remnant
of Hindu influence in Cambodia, although thereas space for a discussion of this here.
During fieldwork | came across other examples afoll being considered polluting, a
key example being the ceremony practised by somédiés in my rural field site seven

days after a child is born. The ceremony was pilgnaeen by members of the
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community as a way to apologise to ttay mob(traditional midwife). The couple offers
the ceremony in her honour as a way to pay backeébéthey owe her: during the birth
the midwife was in a low position of service to thighing mother and became polluted
with the mother’s blood.

This discussion has highlighted the traditional tegts that terminal abstinence and
periodic abstinence occur within: from religioustence, of clergy and lay people, to
periodic abstinence after birth and during mensivna None of the reasons for
abstaining in these contexts are primarily, exgplicconnected to avoiding pregnancy.
They do however show that the idea of abstainirgnfrsex is a long accepted
behavioural choice in Cambodia in certain conteXtgerefore it should be no surprise
that when a couple wants to postpone or limit delting, the calendar method is seen

by many as an acceptable and legitimate way t@do s

Other traditional methods

As a proximate determinant of fertility, breastfeedaffects fertility. In Cambodia, as
elsewhere (Randall 1996), it is not practised cousty as a way to control fertility.
Whilst breastfeeding was widespread amongst rdsgqaadicipants, no one discussed
breastfeeding as a way to intentionally avoid peegy. However, women were aware
that the absence of menstruation post-partum nmeanthey were unlikely to become
pregnant. | rarely heard about any folk methodsaoftraception. The ones | did hear of
included: pressing the lower abdomen in an attampbake the sperm come out after
intercourse and using the woman'’s closed legsdrrisstead of intercourse. The latter
method, known as coitus intercrura, has been fdonde more commonly used than
reported in surveys, often because it is not askedt (Caldwelkt al. 1987). These two
methods were reported to me from a woman who haldside effects from several
modern methods and now used these methods andrawithid Several people also
reported that drinking large quantities of tradiab medicine tham Khmey was a way

to avoid pregnancy. The traditional medicine druhking the postpartum period to
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restore thesorsay(tham sorsaywas said to delay pregnancy. The traditional ciadi
used as an abortifacient (discussed below) was tealdad to permanent sterility in
some women if consumed in enough quantity. Botheveaid to work by ‘drying out’
and ‘withering’ the uterussget sbownhand neither were said to be reliable for every

woman.

Abortion and multiple strategies of birth avoidance

Strategies for avoiding pregnancy were at times pery multiple and dynamic;
changing throughout women'’s life-courses as presitand situations shifted. Several
interviewees reported using multiple methods siemdbusly, such as combining
condoms with day counting and withdrawal, or usthg daily pill and withdrawal.
Usually this was to make pregnancy prevention maaiable. In discussions of
traditional methods and their effectiveness sonpented the possibility of resorting to
abortion if they did become pregnant. Women paaselattention to their menstrual
cycle, knowing when to expect their period, andhgghis as confirmation they were not
pregnant. Rural women (mostly) knew when to expeeir period based on the stage of
the moon, for example 3 days after the full moord arban women more often keeping
track of the date on a calendar. Some intervievgsssribed how they would buy a
pregnancy test if their period was overdue antif were positive they would ‘swallow

a tablet’, meaning use medical abortion pharmacaisti

Medical abortion drugs (mifepristone and misoprfstwe readily available in Siem
Reap. They can be bought over the counter at depbermacies for around $10
upwards for a single treatment/procedure. Womemllysbuy the drug in a pharmacy,
not knowing even the name of it, simply telling seler in the pharmacy that they are
pregnant and want to abort, or that they ‘want timgpback their period’. Not only
modern method users had recourse to these drugs: dahe women who talked about
this strategy, were users of withdrawal or day tiognfor fear (or experience) of side-

effects and health risks from modern methods. Algioaware that medical abortion
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itself also carries side-effects and health rigkg, difference is, they explained, that
using the abortion pill is a one-off event wheraasodern method (mainly referring to
the pill or injection) requires regularly puttingpemicals into one’s body over a long
period of time. It was this repeated, continuingdderm use of invasive methods that
concerned people. Factored into the risk of aborti@s the possibility that it would

never be needed and their method would protect fhem pregnancy.

In Cambodia, as in other Buddhist countries suchhasland, abortion is seen as a sin.
And for this reason some interviewees stated theyldvnot consider it for themselves.
However, many people agreed that there were cirtamoss, particularly if a family had
many children and were living in poverty, wherestivould be, to some extent, justified.
Abortion was simultaneously said to lHemadar ‘normal’ and baap a ‘sin’. In
interviews people were asked about their perceptibrabortion, the common first
response was that it was ‘not good’ because it ‘vad for the woman’s health’, and
secondly (sometimes only on probing) respondents that it was a sin according to
Khmer religion and went against Khmer tradition. was more likely for older
interviewees, both men and women, to talk abouttetvoin reference to religion,
mirroring the way older people in Cambodia are aekedged to usually be more
devout than younger people.

The uncertainties related to health risks and seftksts associated with modern
contraceptive methods mean that many women arefpusing them altogether, whilst
others use them but feel worried about the consemse Few really want to be using
‘invasive’ (supply) methods, but for some women tieed to avoid pregnancy (and the
greater reliability of modern methods) means theywilling to take the health risks.
Part of this relates to socio-economic status. l@f women | spoke to, wealthier and
more educated women were more likely to know thegythad the option of a
(relatively) safe abortion, either a medical orgscel abortion, if they accidentally
became pregnant through failure of their contragepnhethod. They knew where to get
it, they knew how, and importantly they knew theyuid afford it. | would speculate

that this knowledge of having a ‘back up’ of a safgion is another contributing factor
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as to why traditional method use is higher for medeicated and wealthier women.
They know they are using a ‘less effective methmat they know that if need be they
have the option of an affordable safe abortioncdntrast, poorer women were much
less confident in their ability to access a safertin if they needed one. And | would
speculate that this often pushes the poorer womesedk more effective methods than
traditional contraception. Having decided they dxd want another child at that time,
they are less willing to risk the possibility of abortion, knowing that a biomedical,
safe abortion is out of their reach. One of theriwiewees reinforced what | had been
thinking about this link between wealth, traditibnzethods and abortion, when | asked
about why rich people might prefer traditional nueth:

“Well | would say, the rich people have money, rifything happens they can have

an abortion. The rich people they can get rid oéé@sy. But when you don’t have

money, you have to use contraception.”

(Female, 28 years, 1 child, urban site)

Traditional methods of abortion continue to be @erfed in Cambodia, and |
interviewed women who had both had the procedudepmnformed them. The person
with the knowledge and skills to do such an abartis the yay mop (traditional
midwife), although not aliyay mopknow how or are willing to do it. The procedure
involves a type of deep massage of the pregnantantamiower abdomen, using both
thumbs and forefingers in a pinching manner to borgaand damage the foetus inside.
Following this the pregnant women drinks a traditibmedicine which is said to ‘heat’
her and ‘melt’ the foetus, making her abort. Thalitiee is drunk for 3 days by which
time the abortion should mainly be over, then tloenan is advised to look after herself
in the same way a postpartum woman does — avotdmgame foods, heavy work, and
keeping warm. Only in the rural field site was tpisctised, and some women stated
they had found it a reliable way to manage theildblearing, having had several such
abortions over their lives. Other women told ofatteil experiences, in some cases the
abortion occurred successfully, but in others itswansuccessful and life-saving
biomedical interventions were needed. Still, sedvarBbrmants felt they trusted this

‘natural’ ‘Khmer’ method of abortion over biomediaaptions, aware that biomedical
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options were not all safe (particularly those asitds to them, given their lack of
knowledge and finances).

As well as the self-administered medical abortidissussed above, women wanting an
abortion, particularly a later stage abortion, skekp from a pairt’. The term pairt
refers to someone with biomedical training, anddseto be used for medical personnel
of all levels including doctors, nurses and midwivd even heard it used to describe a
clinic receptionist. Women seeking a biomedicalréibo in Siem Reap are unlikely to
know what level opairt they are dealing with, and whether abortion isley illegal.
Cambodia has some of the most liberal abortion lawésia (Potdaret al. 2008).
Abortion is legal in the first 12 weeks upon thejuest of the women, and with
restrictions at later stages, when performed bistexged providers in registered clinics
(RACHA 1997). However few people | spoke to duriirgjd work knew this, many
thinking it was illegal. This is likely to drive pple to unnecessarily seek ‘back street’

(unsafe) abortions, rather than going to legitinpateviders of safe abortions.

Contraceptive use involves a dynamic decision-ngpkirocess. Different contraceptive
methods were not only seen as ‘suiting’ particmlamen and not others, but it was also
acknowledged that over the course of a particulaman’s life different contraceptive
methods would become more or less appropriate. Bathod has its pros and cons,
which need to be repeatedly weighed up dependingsocal and economic
circumstances. In other words, contraception isymadhic decision, where different
attributes will be prioritised at different lifeagjes. Cambodian women recognized this.
The effectiveness and reliability of modern methads valued when pregnancy would
be socially or economically more costly. Infertilivas of less of a concern for women
using a method to stop childbearing rather tharoma&n wanting to space or postpone
birth.

“With a natural one [i.e. a ‘traditional’ contradiye method] sometimes we have a
mistake, then it's very difficult. But if you areoyng, so you can use that. For
example, you have just only one child, then youeh@wnistake and have 2 children.
It's not too bad. But if you are old, you don’t wamy more.”

(Female, 25 years, no children, urban site)
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The issue of effectiveness was also discussed ttigipants as being dependent on not
only the method but also the user. And this wagherdactor contributing to whether a
particular method ‘suited’ a woman. Some women cemted that the pill was no more
effective than day counting since it was easy tgdbto take it, likewise, even getting a
repeat contraceptive injection could also be fdmgotor the dates mixed up. This
illustrates that the effectiveness and reliabitifydifferent methods of contraception are

open to interpretation.

Summary of Part 2

Findings from the ethnographic research, preseimtguirt 2 of this chapter, explained
the quantitative findings presented in part 1. Resaf logistic regressions showed
counter-intuitive findings: in general, increasedieation and wealth are associated with
an increased likelihood of using traditional rathlean modern methods. Qualitative
results confirmed that traditional method use whbg socio-economic status, they also
helped to explain this. Traditional methods werecg®ed as not suitable for everyone.
The day counting method, referred to as ‘the désteray’, was said to be only
appropriate for educated women. Whilst most womvere concerned about the health
side-effects of modern contraception, tradition&tmods offered a way to avoid such
risks. Wealthier women were better able to deah witintended pregnancies which may
arise when using withdrawal or periodic abstinefdey knew they had the option of a
safe abortion, which would not jeopardise theirltheand finances to a great degree.
Therefore they were able to avoid widely perceikiedlth risks of modern contraceptive
methods and use a traditional method. However, aoaally disadvantaged women,
equally concerned about side-effects, felt theydoot risk another child or an (unsafe)
abortion so opted for a more reliable contracepthethod. There was low knowledge
about the legality of abortion, where to accessises, costs and safety. Rural women
from economically disadvantaged backgrounds redredraditional abortion techniques,
perceiving other methods to be out of reach fir@hgi or less safe than traditional

abortion techniques.
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Discussion

Within the discipline of demography the term ‘ttamhal contraception’ has come to
have a specific meaning relating to non-supply ®wohbirth control — i.e. methods that
rely on behaviour changes that can be practisedowitthe need for supplies. The
category encompasses withdrawal, lactational amleoea, terminal and periodic
abstinence (including fertility awareness basedhorf). At times ‘folk methods’ are
also grouped with ‘traditional methods’, such astise of herbal medicines, charms and
incantations as a way to avoid pregnancy. Placedomposition to ‘modern
contraceptives’, the term ‘traditional contraceptidbecomes subsumed with other
related words: ‘outdated’, ‘primitive’ (Basu 2009n thinking about how regional
fertility transitions unfold, an intuitive expeda might be for a region to move from
using no parity-specific fertility control, to ugjntraditional methods to limit child
bearing, and finally to a stage where modern metha the prevailing means of
managing births. This pattern was observed in Ejroghere the decline in marital
fertility occurred through the uptake of traditibrm@ntraceptive methods and abortion
(Watkins 1986); only later did modern methods beedhe dominant way to control
family size. Evidence has shown that marital figytideclined, in Europe, first in groups
of higher social status (from as early the severtkeeentury) before spreading to the
wider population (Livi-Bacci 1986). Contemporarytiiy transitions differ because of
the widespread family planning programmes whichvigl® and promote modern
contraceptives. Nevertheless, there still may benaritive expectation for traditional
methods to give way to modern methods. Bongaad<Bance (1995: 59), for example,
based on data from non-European populations in |#e 1980s, refer to “the
abandonment of traditional birth-spacing methodsmare advanced countries” in
discussing changes in the prevalence of unmet the¢accur at various levels of socio-
economic development. Given these expectations @bservations, the pattern of
traditional method use in Cambodia seems all theernounter-intuitive. Why is it that

wealthy, educated women are more likely to useittoadl methods than poorer, less

% Fertility awareness based methods (such as calandasymptom based methods) rely on detecting a
woman'’s fertile period and abstaining or using heotmethod during that time.
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educated women? Through examining the social coatex meanings of contraception,
the unexpected pattern was explained.

A body of literature, largely produced by anthragptal demographers, has drawn
attention to seemingly counter-intuitive cases #ditional method preference in
unexpected sectors of society, namely elite, eédcatrban women. Highlighting that
what demographers call ‘traditional’ can in othentexts be associated with being
modern. Johnson-Hanks (2002) has pointed to theortapce of researching
contraception as a social practice grounded inasamintext, arguing that “women’s
contraceptive practice often achieves social goay®nd averting pregnancy” (Johnson-
Hanks 2002: 231). In her research in Cameroonpgieriabstinence was used by over
half of contraceptive users, being especially papwith young, educated, unmarried
women. By practising periodic abstinence, userevasserting a modern, educated, and
disciplined self, given the specific requirementdaded in using a calendar based
method needing either partner cooperation or womsakual autonomy. The method
conformed to identity ideals aspired to within tbeal gendered system of honour; an
explanation for an unusual contraceptive patteah ¢imly makes sense given the social

organisation in this specific culture (Johnson-HagR02).

Alaka Basu’s (2005) paper offers an explanatiortlier pattern found in India, whereby
‘modern’ (highly educated, urban) women are usmgditional methods and ‘traditional’
women are using modern methods. She shows how avemligms of modernity operate
simultaneously in India, and both support differeontraceptive regimes. Amongst
higher socio-economic groups a ‘back-to-nature’ rapph to a healthy body
incorporating elements of the Ayurvedic medicaltsysis seen as both nationalistic and
modern. Within this framework non-invasive tradii@ methods are seen as desirable.
Amongst lower socio-economic groups being moderragserted in an increasing
medicalisation, that is the faith in and use ofniéalicine, and a changing view of what
constitutes a normal female body, which emphasisesfunctioning body (whereby
pregnancy and menstruation are a burden). Thisngeconceptualization of modernity

fits with the attributes of, and therefore encoesathe use of, modern contraceptives:
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scientific, efficient and convenient (Basu 2005).heS suggests ‘traditional
contraceptives’ are better described as ‘ultramodemtraceptives’. This theory has
been re-examined by Husaét al. (2012), who find traditional method use amongst
Indian elites associated with son preference. @neelesired number of sons has been
attained, users change from traditional methodsntwe effective modern methods
(Husainet al. 2012).

My research complements and adds to this bodytefature, showing that amongst
Cambodian elites, traditional methods of avertimthb are thought of as amongst the
most modern of contraceptive methods. In Cambod@anen who are wealthier and
more educated are more likely to use traditionaltraxeption than those who are less
wealthy and educated. What demographers call ttosdil contraception’ is actually
thought of as being the most modern and used byntbst modern (i.e. educated,
wealthy) women in Cambodia. This counter-intuitpagtern can only be made sense of
when viewed within the specific cultural systennzdaning. In explaining the pattern of
contraceptive use in Cambodia through relatingithte broader social processes in
which it is embedded, the study also shows the evaiti anthropological ways of

thinking about and researching demographic prohlems

Traditional methods tend to receive a negativegpmeshe arena of family planning. A
key report by UNFPA and the Guttmacher InstituteagB et al. 2009), which provides
the most recent estimation of the global prevalesficeanmet need, focused on unmet
need formoderncontraceptives rather than the standard definiitbminmet need for
contraception(either traditional or modern). It placed userdrafiitional methods into
the group of women with unmet need. This estimate $ince been used to advocate
increased spending on family planning at the retendon Family Planning Summit,
and in academic literature on family planning (@afhamet al. 2012: 173; Shiffman &
Quissell 2012: 181). Whilst the authors of the ioiady report (Singhet al. 2009) are
careful to use the term ‘unmet need for modernreseption’, subsequent writers who
cite their estimate instead give the figure asnimmber of women with ‘unmet need for
family planning’ (Cottinghanet al. 2012: 173; Shiffman & Quissell 2012: 181). But
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should meeting this unmet need fmodernmethods be a priority if women are satisfied
with traditional methods?

The justification for emphasising modern contraneptuse rests on the lower
effectiveness of traditional methods as comparetli modern methods. Yet traditional
methods are still much more effective than usingrethod at all. The current version
of the WHO’s family planning handbook (WHO & CPPO0Z) gives contraceptive
effectiveness measures which place fertility awassnmethods above some modern
methods such as female condoms and diaphragmse (f&blin Appendix 2). The
ovulation method having a first year pregnancy & pregnancies per 100 women
over 12 months (based on consistent and corregt agapared with 5 per 100 for
female condoms, and 85 per 100 if no method is 8¢dO & CPP 2007). The
difference between using nothing and a traditiom&thod is much larger than the
difference between using a traditional and a mad&erhaps policy makers and
programmers should concentrate on providing sesvaned education to support both
traditional and modern methods, given that, in Cadido some women at least are
satisfied with traditional methods.

A final implication of the findings of this chapteegards the diffusion of family

planning attitudes and behaviours. Demographic tésbéhave established the
importance of the diffusion of innovative behavi®uwithin cultural groups in

accounting for regional patterns of fertility traiens (Coale & Watkins 1986; Cleland
& Wilson 1987). That a sizeable proportion of Cawthiats elites are currently choosing
to use traditional methods where modern methodsaecessible to them raises the
possibility that such behaviour may diffuse andtddeen up more widely amongst the

rest of the country’s population.
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Conclusion

This chapter has explored traditional contraceptige in Cambodia. Through an
analysis of the Cambodian DHS 2000 and 2005 dat&itially surprising finding was
revealed: wealthy, educated women had a greattarpnee for traditional methods than
poorer, less educated women. The chapter offereexplanation for this unexpected
result. It became clear that the relationship betwsocial class and notions of health
was important for understanding the pattern. Whilstner women of every social class
placed importance on being healthy, how they atdedaintain or gain good health, and
avoid ill, health depended on both their concepgatbn of a healthy female body and
also their capacity (financial and otherwise) thiage such a state. Differing paradigms
of health exist simultaneously in Cambodia, and itteas that cluster around these
conceptual frameworks support different contraseptiegimes: i.e. a preference for
traditional, modern or no contraceptive methodsosendifferent frameworks revolve
chiefly around attitudes to, and trust in, biome&wcin general and the Cambodian
health system in particular. But they are also gdma in people’s pragmatic realities —
what they know, what they can do and what theyattord.
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Chapter 7

Conclusion

To conclude | outline the contributions this reskahas made to debates within
demography and the family planning arena, payirignébn to the methodological

contributions of bringing an anthropological apmtodao a demographic problem. The
final section reflects on the limitations of thedy in terms of the scope of the research

and interpreting the results, and suggests futuweetibns for research.

This thesis is part of an emerging body of literatsituated in the inter-disciplinary field
of anthropological demography. While there is agldnstory of anthropologists and
demographers working on similar or overlapping ¢epitheir academic debates have
often run in parallel rather than speaking to eattier (Kertzer 1997). Since the end the
20th century work began to emerge at the interéddbese two disciplines, such as the
work of Greenhalgh (1994) on China, and Caldwelalet(1988), Bledsoe (2002), and
Johnson Hanks (2006) on African populations. Kegrewews of this nascent tradition
are works by Greenhalgh (1994), Kertzer & Frick89d), Basu & Aaby (1998), Riley
& McCarthy (2003), Coast et al. (2007) and Johngdanks (2007). While
demographers have been criticised for their urcefle use of others’ ethnographies
(Coast 2003), the use of qualitative methods inatgaphy, traditionally a quantitative
discipline, has grown over the last two decadesi@@kh & Koppenhaver 2004; Coast et
al. 2009). Anthropological demographic work has en&ditful use of anthropological
methods and theories, much of this corpus “drawstbnographic methods and theories
of culture to provide a richer understanding of dgraphic rates, or similarly, draws on
demographic methods to confirm and strengthen ¢kalts of an ethnographic study”
(Johnson Hanks 2007: 4). My own work fits into thigdition by bringing an

ethnographic approach (in terms of epistemologyrarthods) as well as theories from
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medical anthropology, in order to explain a typigatemographic phenomenon:

contraceptive use.

As part of this mixed methods study, | used pagréini observation, a method rarely
used by demographic researchers (Randall & Koppemh2004; Coast et al. 2007).
This study is an example of how such an approachbea useful in understanding
contraceptive use specifically, and more generally, explaining demographic

phenomena observed at the population level. Thigr@pological demographic

approach allowed for a nuanced interpretation aftre@eptive use in Cambodia,;
through a close attention to local contexts anddiexperience | was able to explain
demographic processes, behaviours and events.tidhelsoked at women’s and men’s
reproductive decision making with a focus on tleiperiences of and meanings given
to contraception, situating these understandinghinvithe broader social context. In
doing so it expands on the growing research thetrporates statistical analysis of
large-scale surveys and qualitative microanalysesrder to enrich understanding of

population questions (Obermeyer 2005).

Perhaps the most important contribution to knowtettgat anthropological research can
bring to the study of demographic phenomena is dh#ity to capture an emic
perspective: that is, the viewpoint of those whibskaviour is the subject of the study.
Bringing fresh insight on issues which have beethatheart of a discipline for decades
has the potential to refocus concepts and categytaken for granted but not universally
held. Take, for example, the issue of traditionatimod use in Cambodia. From a strictly
demographic viewpoint it seems problematic and g zhat wealthier, more educated
women should be choosing traditional over modermhods. Yet the anthropological
analysis which brought to bear far more wide-raggissues than is typical of
demographic analyses - issues relating to the Is@danomic, and political context of
childbearing and health seeking — revealed that #otive choice to use these methods
was far from illogical. Furthermore, it showed thia¢ term ‘traditional’ method really
pays no resemblance to the meanings attached se tmethods in the Cambodian

context. ‘Traditional’ is a value-laden concepgyrsfying characteristics which do not
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match up with the situation. At best it is a misesgntation leading to inaccurate
understanding, at worst it has real world effecisgenerations of family planning
counsellors, government planners and internatioioalors read the term ‘traditional’
and, taking on board the signified meanings, viewhsmethods as inappropriate,
ineffective, of the past, and to be discourageds T$ problematic if women who are
satisfied with their ‘traditional method’ are push® switch to a modern method and

concomitant risk of unwanted side-effects.

Much of the focus on promoting modern over ‘tradhifill’ methods is based on the
assumption that modern methods are more effectivereventing pregnancy. As |
argued in chapter 6, this is questionable when wmpare rates of unintended
pregnancies published by the WHO (table 19 ApperjixFurthermore, why should
effectiveness at preventing pregnancy be the sirigdor with which to judge
contraceptive methods? Women and men have compeéingands and desires, from
work, to relationships, to personal well-being. ¥hare likely to judge their
contraceptive use in terms of how effectively ibats them to achieve all these aims
rather than only in terms of biomedical effectiveneln Cambodia, as elsewhere, some
women decide modern methods are not the most iefeat meeting their needs, and

instead choose to use day counting or withdrawal.

My findings from Cambodia, added together with osh&om Cameroon (Johnson
Hanks 2002), Italy (Gribaldo et al. 2009), Indiaaé® 2005) suggest it is time
demographers updated their vocabulary. The terrhaWeural methods’ is a more
fitting replacement for ‘traditional methods’; itistinguishes the same methods
(withdrawal, rhythm and LAM) from modern methods,itheut the inaccurate

preconceived ideas that are attached to the teadlitional’.

The ethnographic findings of this thesis showed tise of ‘traditional’ or ‘behavioural’
methods varied by social class, because such netheck perceived as not appropriate
for everyone. One way people chose to avoid the-sftects and health worries of

modern methods was to use a behavioural methdeeraiay counting or withdrawal.
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Interestingly, day counting was thought of as ‘tleetor’'s way’, and therefore modern
and scientific. This meant it was considered silatér educated women, who tended to
be wealthier. It was presumed that the method coulg be used by people familiar
with the Gregorian (‘foreign’) calendar, so rurdliferate or poor women were seen as
(and saw themselves as) unsuitable candidatesintethod. The type of relationship
a couple had, and the willingness of men to codpera‘natural methods’ was said by
some to also relate to social class. Triangulatinig with the quantitative findings, the
results from the two types of data both support agidforce each other, with the

gualitative findings offering an explanation foetpattern seen in the quantitative data.

Unlike ‘the doctor's way’, withdrawal was usualleen as distinct from all other
methods of contraception and often referred toocas bwn way’. It was known to be
less effective, but many experienced users weisfisdt with this method. Abstinence
was discussed in its traditional roles: as a religipractice; for health and recovery in
the post-partum period; and during menstruations Trelped to shed light on why
abstinence as part of the day counting method l®rbe a popular method of

contraception with some women.

Abortion was said to be at once a sin and a datagéealth, but also ‘normal’ in the
sense of being a fairly commonplace mundane oaocere People used multiple
strategies for abortion including traditional teijues based on massage and herbal
decoctions, as well as a variety of surgical andio& means. The circumstances of the
procedure also varied, including self-medicationhaine, the home of a pairt, or a
hospital. Private providers (some without formaliimg) were the most common
providers of surgical abortions. Women are pladedreat risk when they undergo an
abortion in this context, as they have no way aivkiimg whether the abortion is safe or
unsafe. This is partly due to a lack of awarenesd a lack of regulation. The
uncertainty amongst both the clients and the pergidbout the legal status of abortion
in Cambodia, combined with the stigma associatetth wbortion, drives the practice
underground into the homes of providers and cliesiser than (safe) clinical settings,

thus further endangering the women undergoing edmsit This stigma and uncertainty,
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| would suggest, may also contribute to delayingn&o from seeking abortions and
increase the chances they will use (unsafe) toawiti techniques or attempt (unsafe)

abortions themselves.

The qualitative findings pointed to a relationshHyetween socio-economic status,
contraceptive method choice and abortion. Whilgt tdoncern over side-effects and
health risks associated with modern methods wasdfamongst women of all socio-
economic groups, some women were in a better pasiti be able to avoid or manage
those risks. Wealthier women were aware that theyldvbe able to access a (relatively)
safe abortion, therefore some felt they could teerisk of using what they perceived
to be a less effective contraceptive method (ileel@avioural method) that would allow
them to avoid the health concerns associated witdemm methods. The biomedical
effectiveness of the method was a lower prioritydome women, as they knew that if
they became pregnant they had the option of regptt an abortion. However, poorer
women, particularly in rural areas, were aware thay were not in a financial position
to risk having an abortion, knowing that an (ungaleortion could be very expensive
and greatly jeopardise their health. Therefore sammmen felt forced to use a modern
method because of its reliability in spite of thamxieties about the effect on their
health. This dissatisfaction with a method thatusrently being used is something not
captured when women wishing to avoid pregnancydarigled into those with a ‘met

need’ for contraception and those with an ‘unmeddhelt should not be presumed that
women with a ‘met need’ are satisfied with theintaceptive method, or that they do

not need further family planning and reproductiealth services.

A key contribution this thesis makes is to undemiags of unmet need for
contraception, both in explaining the high rate<Cembodia and more generally as an
academic concept employed in family planning poliElyis thesis brings together both
guantitative and qualitative approaches to exarthieereasons for unmet need. Survey
data and ethnographic findings all pointed to thme result: confirming that health
fears and side-effects formed the greatest obst&clese of modern contraceptives. In

both types of data women stated that the main medeo not wanting to use
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contraceptive methods was that the available mestivoele unacceptable, mainly on
health grounds. However, the qualitative data, flmth the interviews and participant
observation, was able to show a richer and morengedh picture, highlighting the
complexity and interaction of factors. Physiologiceeactions to contraceptive
technologies combined with cultural notions (susthaw the body works or symbolic
associations of side-effects or behaviours), scmalditions (such as poverty, gender
dynamics and unfamiliarity with biomedical treatrf)erand, potentially, biological
conditions (such as underlying health and nutrjitiand untreated RTIS) to reveal a
complex picture of contraceptive experiences andgmions. It is difficult to imagine
how such multidimensional and interwoven obstactedd be picked up by quantitative
study alone, particularly given that some of thespects were unknown to the
researcher at the start of the study. The DHSegk@mmple, asks women to state their
single main reason for not intending to use a emeptive method in the future (NIPH
et al. 2006). This simplification fails to captutiee fact that there may be multiple
reasons and that many factors can interact with etiter to deter people from using
contraception. Qualitative interview questions tanopen-ended to allow interviewees
to express their own interpretation rather thatinfit into the interviewer’'s frame of
reference. Participant observation adds anotheerlaf explanation that research

participants may not be aware of from their viewpoi

The way demographers conceive of unmet need hasalse into question in light of

the findings of this thesis. Demographers havecslpi distinguished between unmet
need for spacing or for limiting. Results from Cadia show that this categorization
misses an important group of women: those wishingldlay the onset of their first

pregnancy. | have argued for the addition of a reategory of unmet need for
postponing, this would capture those women who hgpeally been categorized as
having unmet need for spacing but are in fact patbus. Logistic regression showed
that nulliparous women in Cambodia have the greatéds of having unmet need as
compared to women with few or many children. Qaéile findings in this study

pointed to the desirability of having children gadoon after marriage. Physiological

ideas, about needing (youthful) energy for childbwpand rearing, intermingled with
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social ideals of appropriate behaviour for womeditierent life stages (such as marital
status and parity) to create a rationale suppochilglbearing soon after marriage. The
guantitative picture supports this finding as nedrwomen in the youngest age groups
(15-19 and 20-14) have the lowest levels of needdmily planning (excluding women
aged 45-49) (table 17 Appendix 1), indicating mafsthem want to have a child within
the next two years. However, the women in thesegageps who do not want a child in
this timeframe have higher odds of unmet need tmtraception than any other age
group. They are a group who are being missed, lplgdsecause the assumption among
service providers is that all young, newly marneaimen want to become pregnant. An
added obstacle for this group of women is the diffy they may face articulating a
desire to postpone their first child, given the dgned roles and expectations which can
leave young women relatively uninformed and unengrew in this context. Other
researchers have also begun to distinguish betweemen wanting to delay their first
pregnancy and those wanting to space or stop bf{asroch et al. 2011). | would
suggest it is time for demographers to adopt thtegomy of ‘postponers’ into their

analyses of unmet need.

Another aspect of this study which could only hawene to light through the use of an
anthropological lens is that specific contraceptside-effects give rise to locally
constructed meanings. Injectables and the varigpesstof oral contraceptive pills (the
most widely available and widely used methods) wesquently grouped together as
hormonal methods, and disliked or feared becausgheofide-effects and health risks
attributed to them. Some side-effects were likelynbt be tolerated by anyone, for
example, headaches, nausea or vomiting. Otheretidets were perceived positively by
some women but negatively by others; for examptsmrgr women or women in the
rural field site often regarded weight gain caubgdhe injection as a beneficial side-
effect; whereas wealthy and urban women more afigiked this result. A third type of
side-effect was of particular concern because dfully specific associations.
Amenorrhea, which in some cultures could be seenaasonvenient advantage
(Bongaarts & Johansson 2002), was disliked and ssea cause for concern due to

ethnophysiological theories about healthy womerddiés. Similarly, if contraceptive
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users experienced feeling hotter than usual, this also taken as an indication that they
should discontinue using that particular method.e Thnce-a-month Chinese
contraceptive pill was available from some privateviders, despite being banned by
the Ministry of Health due to safety concerns. Thisthod was often grouped with other
hormonal methods, and therefore its side-effectse iiaked in people’s minds to the
other hormonal methods (the daily pill and injewjioThus the salience of the specific

meanings attached to each method or side-effediuational and context specific.

A further contribution this thesis makes is to aighe tools and instruments used by
demographers, surveys; specifically it highlighte timits of what we can learn from
analysis of surveys such as the DHS. Through usenaiiked methods approach | found
contradictions at times between the qualitative audntitative results. The most
important and misleading discovery was the picemerging from the quantitative data
which appeared to show that lack of knowledge dfardability were not obstacles to
the use of contraception. Further analysis of hisugh qualitative research allowed a
more multidimensional, thorough investigation andrfd that these issues were in fact
problematic for many individuals. This is not toyghat the anthropological methods
were always more valuable. At times the impersonali a survey style interview and
an interviewer who will disappear after the intewiand not return has its advantages.
Whilst at times the familiarity of the ethnographéro has earned trust and built rapport
can be advantageous for discussing sensitive issedact that the ethnographer is
embedded in the community for a relatively longdimith networks and friendships
probably also inhibits some from discussing perkgrablems such as conflict or
domestic violence. | have already discussed how ettographer’s characteristics
affect the impression informants want to give, lidde my gender (and that of my

research assistant) made men less forthcomindenviews on contraception.

Whilst the DHS is very useful for providing indicas which can be compared across
countries and trends over time, through researcthegsame issues with qualitative
methods | found some problems. Firstly, recordinty ¢he single main reason for non-

use of contraception misrepresents the complexitymalti-dimensional reasoning.
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Frequently | found people to have multiple reasagch interacted with each other.
Whilst the issue of health is an overriding parttioé explanation for unmet need in
Cambodia, the reasons are multidimensional anch afteerconnected. For example,
geographic distance can be a deterrent to accebsalth care when the destination is
an unfamiliar and unpredictable site of a governnfealth centre. Conversely, the
same distance may be acceptable to reach a higbérded traditional healer. Poverty
and health fears interconnect when the poorest wodae not risk using a modern
contraceptive because incurring the potential siflects could prevent them from
working, whereas wealthier women are aware they lheg financial security of being
able to take time off work to recuperate if necegs&urthermore it is the nature of
surveys that data are collected from an etic pets@e questions and answers are
within the parameters of what the survey desigheks is key, thus rendering surveys
unamenable to new emic perspectives on what thessare. Secondly, the DHS records
only the most effective contraceptive method wonused. This misrepresents what
women actually do to avoid pregnancy: dual use ethwds, abstaining or practices not
on the list such as douching, pressing abdometysaoitercrura. The pattern of use is
then distorted as the less effective methods atereworded if women use a more

effective one too.

The third issue is to do with question phrasingkiAg respondents ‘which contraceptive
methods do you use?’ likely underreports behaviomethods as they are not always
considered a ‘method’ and are potentially more enalsaing or taboo to talk about. A
more suitable phrasing would be to ask ‘do you dgtling to avoid becoming
pregnant?’. Fourthly, reliance on the traditionablth sector is under-represented by
asking respondents when they used it to treati@ss or injury. The reasons people go
to see practitioners in this sector are much bnoaded often preventative; thus the
view from the survey results distorts the magnitofiéhe use of the traditional sector.
Finally, the quantitative results are only able gwe a relatively black and white
depiction of family planning use, such as whichugraises this or that. Building on this
with qualitative research facilitated a much mongamced, richer and situational

understanding of those patterns, highlighting isghat are intertwined such as access to
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abortion, social class and contraceptive use. Tihdings of this thesis, which
interweaves both quantitative and qualitative sesircaises questions as to how much
can be inferred from DHS type analysis into obgs¢b family planning. Ultimately, it
is the users of the DHS who should be aware of lithéations and the kind of

inferences that can be made when they analyse it.

The aim of this thesis has been to explain theraoaptive practices and patterns
observable at the population level by understandirgsocial and cultural context in
which that behaviour takes place and is rationdlesgd made meaningful. This required
taking a ‘micro’ approach to the phenomenon: examirCambodian women’s and
men’s experiences and perceptions of family plamméthnologies and techniques, and
grounding those understandings in the wider cortéxeir lives. Health concerns and
side-effects were found to be the main reasonsrritedewomen from using modern
contraceptive methods. Local ideas of physiology aealth were intertwined with
structural factors - such as varying types of wankl levels of wealth across different
social classes - to create a logical rationalgémple’s contraceptive behaviour. Modern
contraceptives (and surprisingly the ‘behaviouragtmod’ of day counting) were
perceived as stemming from biomedicine. Thereforéndividual's level of confidence
and trust in biomedicine affected how they perogigpecific contraceptive methods.
That trust in biomedicine was, in part, influendgdthe form of biomedicine a person
had access to and the varying degrees of qualily éhtailed. Whether this access to
biomedicine was a high-end private hospital inc¢hpital, a public sector institution, a
village pairt with questionable credentials or asltkeeper selling pharmaceuticals —
access to any of these was seen as access totaampaitherefore to biomedicine.
People’s experiences played into their trust inmadicine. Poorer and uneducated
people often had lower trust due to the low quaditd efficacy of the biomedical
treatments they had received. The alternative epistiogy of the traditional health
cosmology was often a more familiar and trustedvp@nt amongst informants, and
some placed their faith (and financial resourceghis sector instead of the biomedical

sector. As well as structural factors such as gedgr and finances, access to
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biomedicine also depended on each individual's kadge, beliefs, social networks,

and confidence to try something new.

The category of women labelled with an unmet need family planning is not

necessarily a permanent group; for many it is oHietnansitory state as people move
through different stages of the life course, betwkaving children and using different
contraceptives. Similarly, deciding which contraoepto use is not a one-off event, but
is continually re-evaluated at different life stagas priorities shift, the attributes of

different methods become more or less favourable.

Implications for policy and practice

| have argued that lack of trust in the health cystem is a major factor contributing to
the unmet need for contraception. A fundamentakaeafor women not using or
discontinuing use of modern methods is their camoaver side-effects and health
deterioration; this includes both experienced aaidd effects. Part of this fear of side-
effects and unwillingness to tolerate bodily changtems from a lack of trust in
biomedicine and in the Cambodian health care sygtbm Cambodian health care
system being the biomedicine people have access @ambodia). If people do not
receive adequate advice and instructions when dbégin modern contraceptives, and
particularly information on what to expect regagliside-effects or how to cope with
them, they are less likely to tolerate any bodihamges they experience. Lack of
informedchoice is contributing to fear of side-effects dexe not everyone receives a
consultation when they obtain a contraceptive nebtparticularly if they obtain it in the
private sector. Furthermore, if people have a gdrack of confidence in the efficacy
and safety of biomedicine, this can also make thess likely to tolerate side-effects.
Even if a contraceptive provider were to warn a nesgr about changes that might
occur, but could balance out over time, or be awae by changing to a different daily
pill (for example), the new user would need to tithe person giving the advice. If that
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person were a representative of a health caremytbiey lack trust in, then the new user
would be disinclined to follow that advice.

Health system improvements

| would argue that the regulation of health camevpters in Cambodia is a crucial step
towards instilling trust in the sector. At presdr private sector is poorly regulated, and
the general population struggles to distinguishdyqaoality, trustworthy practitioners.
Stronger regulation should go hand-in-hand with rawess building campaigns to
inform people about the standards and quality of tdaey should expect to receive. The
population needs to know what standards they shoeldxpecting, what costs they are
likely to encounter, and what type of provider islified to administer specific types of
services. At present, the termpairt’ is used indiscriminately for all health workers,
regardless of the type and level of their qualtfmas and education. This regulation
needs to be strengthened in the area of pharmeaksutis well: the present system
where patients rely on their own knowledge or th&ion of untrained drug sellers is
endangering their health and wasting the small atsowf money available on
inappropriate treatments (Ovesen & Trankell 201@ehalso commented on this). Not
only this, it also contributes to a lack of trust biomedicine, as people perceive
themselves to have tried the biomedical route @ihg and believe that it has failed,
when in fact, they have taken unsuitable typesnooumnts of medication because they

failed to gain a correct diagnosis and prescripéibthe outset.

The over-the-counter availability of potentiallyrhdul pharmaceuticals needs to be
reviewed given the fast-paced changes that havermectin the public health system
over the last two decades. Whilst perhaps such aaaiability of pharmaceuticals

could be justified in the 1990s when pharmaciesraipd by business people not
pharmacists were a useful supplier of medical tneats for a population with so few
doctors and nurses, and a weak health system tinftasre - now in urban areas like

Siem Reap, this is no longer the case — thereadee and better alternatives to the shop
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drug sellers. There needs to be work to remove#tient-drug seller dyad and create a
triangle between the patient, the doctor (to dizgnand prescribe), and the drug seller
or pharmacist (as supplier of prescribed pharmams). Under the current situation
the patient directs their own medical treatmentmfran uninformed position, and
providers of pharmaceutical treatments are drulgrseinotivated by profit. A move to
ensure specific listed pharmaceuticals were availahly on prescription would force
patients to seek appropriate treatment from qealifregulated) providers. The issuing
of prescriptions may prove unpopular with pharméical companies as it entails
limiting access to their products, and the genpogdulation may initially dislike it as
they are currently free to purchase whatever médiesaithey wish. However, it ought to
lead to better health in the population as peoplaio the correct (and therefore more
efficacious) medication, and this in itself will prove trust in the health care system and
in biomedicine. It cannot be assumed that doctdiisoperate solely on the basis of
improving their patients’ health, just like the drgellers they may be motivated by
financial gain as well. Given this, further reséaand regulation is needed into the way
pharmaceutical companies operate, particularlythg they currently offer incentives
to doctors to prescribe particular pharmaceuticals.

There needs to be stronger enforcement of regukatmready in place regarding
pharmaceuticals. Problems continue with countedied banned pharmaceuticals being
available for purchase. The monthly Chinese coeptiee pill is an example of such a
banned drug (Chapter 5); it is illegal to sell, tuats readily available to buy in both my
rural and urban field sites from private sectorviers. Since it is regarded by the
general population as another hormonal method ahatigthe daily pill and injection,
the side-effects caused by the monthly pill areitatted to these other hormonal
methods too. The availability of potentially unsatfed ineffective pharmaceuticals (or
incorrectly prescribed or administered drugs) dassadhe reputation of other
pharmaceuticals by extension. This in turn creaasther source of mistrust in
biomedicine and the Cambodian health care system.
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Raising public sector remuneration to an acceptéibieg wage would be another

important step towards achieving improvements i@ plublic sector health system,
particularly aspects such as quality of care, destsm, and corruption that affect
public trust and utilisation. Low pay and irreguthstribution of staff salaries have been
identified as the root cause of poor performanceCambodian public institutions,

because they force staff to seek income generadigtside their government jobs
(Soeters & Griffiths 2003: 75). In a study of onan@bodian operational health district,
Jacobset al.(2010) found acceptable financial remunerationdaitucial to maintaining

the high service delivery during a transition frooontracted management to a
government operated system. This was achieved dhrparformance related subsidies
and user fee revenues. Other studies of the Cawbbddialth system have called for
greater regulation of the private sector (Jacolsk Rmce 2004) as a way to overcome
inappropriate health seeking behaviours, and utéimao improve the health of the
population. Meret al. (2005) call for a strengthening of the regulatarg of the central

level of the health system as an important adaptdt the decentralisation occurring in
the public sector. Any decision about whether drtaoncorporate the role of traditional
healers into private sector regulation needs t@m@oached with care. If traditional
healers are to be regulated and drawn into a ppblicy framework, it needs to be done
under an alternative system, and in some way thatem clear to the public the
separation between the evidence based (biomedieatpr and the traditional sector.

People need to be informed before they make chaisest treatment.

Reproductive health services

Services for sexual and reproductive health shduddbroadened and strengthened,;
particularly urgent is the need for safe abortierviees. The current situation of low
awareness of the legality and quality of serviceaffordable prices drives women to
seek unsafe abortions and wait longer before takatign, placing their lives in danger.
Improvements in this regard are underway: at titeagrmy field work over-the-counter

safe medical abortion pharmaceuticals (Medabon dravere launched, with clear
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instructions in Khmer, training for pharmacy stéfinly registered pharmacies were
supplied as outlets) and a helpline with furtheppart for women experiencing

complications. The improvement of sexual and repctide health services is an end in
itself, but with regard to the topic of this thesientraception use, it is also important.
The findings of this thesis have pointed to the ontgnce placed on maintaining good

health and how this affects contraceptive use.

An issue related to this is the underlying burdémeproductive and other morbidities,
particularly reproductive tract infections (RTIsyhich make it unclear whether side-
effects that women attribute to contraceptives actially caused by other means
(Sadana & Snow 1999). Cambodia has a high diseaskedy, and high prevalence of
RTIs: a study of women visiting maternal and chilhlth centres in Cambodia found
high prevalences of bacterial vaginosis (12%) aaginal candidiasis (39%) (Herg al.
2010). It is possible that untreated RTIs are the tause of some of the symptoms
which are being assigned to modern contraceptifieshis were the case more
widespread and effective treatment of RTIs may cedwhat people perceive as side-

effects, and in turn reduce discontinuation of cacgptives.

Increase contraceptive method choice

At present, the population relies heavily on thaydaill and injectables partly because
these are the most widely available and affordalie Cambodian concept sbm(to
suit or to fit) — the idea that a particular methrakds to fit a particular woman — means
that Cambodian women already have the notion thit v right for one person is not
right for another. Providing a wider choice of nwlh, that are as easily accessible and
affordable as the pill, injections and condomsrayer, will mean more women and men
find a method that isomor suitable for them. It is now well establishedni multi-
country comparative research that there is a pes#éissociation between the number of
contraceptive methods available in a country aedctintraceptive prevalence rate (Jain

1989). In Cambodia, women presenting at governrfemilities for abortion services
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where a larger range of methods were offered hagdifmantly higher odds of
contraceptive uptake following abortion care (McBDall et al. 2009). A greater range
of methods should be available to women and menway that is accessible and gives
them the freedom to make an informed choice. Thisulsl include teaching people
about the most effective way to use behaviourailfaptanning methods as well, since
even though they are on average less effectivéh@rbiomedical sense) than modern
methods they are vastly more effective than usmgnethod. Findings from this thesis
(Chapter 6) show that rural, illiterate women inn@@dia are seen as unsuitable
candidates for fertility awareness based method#) by others and by themselves.
However, the WHO family planning handbook statesrtiethod can be used effectively
by couples with little or no formal schooling, aoan be very effective (WHO & CPP
2007: 241; 253).

Administrative barriers to accessing long-term rodth directly limit who can and
cannot use contraceptives. Findings showed thabguts related to parity, marital
status, spousal permission and age, are presdbarnmbodia in relation to the use of
IUDs, implants and sterilization (chapters 3 andL%itations that are not clinically
warranted unnecessarily impede an individual'sitghib attain the number of children
they want at a time they desire. Long-acting meshsldould be made available and

promoted where not contraindicated for medicaloras

Findings showed that the costs of longer-actinghoed can be prohibitive. Greater
efforts should be made to increase the affordghaftthe IUD, particularly given that
this method has a very low cost per year of pra@edn comparison to other methods
(Bongaarts & Johansson 2002). A greater range alf @ntraceptive pills should be
made affordable for women who cannot tolerate te-sffects of the types currently
available at subsidised prices. Different contrageills vary in terms of composition,
which means that the side-effects of each onerd{ff@zthum and Ringheim 2005).
These differences need to be communicated to paktetients as well, since currently

hormonal methods are often grouped together.
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Research conducted in Indonesia found that whethadient's choice of contraceptive
method was granted by the provider proved to biengortant determinant of sustained
use of contraceptives (Pariaat al. 1991). The authors state that “the relationship
between health workers and their clients is an resdefactor in program quality”
(Parianiet al. 1991: 389). They point to the hierarchical providient relations and the
importance placed on avoiding conflict and showiegpect to superiors, which can
make clients reluctant to turn down or disagreehveitprovider’'s suggestion. Whilst
clients may not assert their preferences insisteifittheir choice is denied in this subtle
negotiation, ultimately they may leave with anothegthod but will be more likely to
discontinue use (Pariaret al. 1991). As in Indonesia, hierarchical client-preasid
relations and social norms of face-saving and adndivoidance in social interactions
are prevalent in Cambodia. Therefore providers rteednsure they are listening to
clients and giving them the method of their choiteis making them more likely to
continue use. The recommendations of Paretnal. for more reciprocal models of
professional-client relationships that emphasis&lajice and cooperation would be
beneficial in Cambodia.

Development of new methods and improvement of existing methods

The findings of this thesis support the need fer development of novel contraceptive
methods in order to meet the needs of men and waevaeting to avoid pregnancy who
are dissatisfied with existing methods. Methodgentty available have been shown to
be not acceptable to everyone. Each method hagitisesuad limitations the users must
weigh up, depending on how they prioritise (and esigmce) efficacy, safety,
convenience, and side-effects. With each additiorethod available, the chances that a
client will find one acceptable to them increasddultinational pharmaceutical
companies may have little interest in developing peoducts targeted to the needs of
people in developing countries given the profitapibf these markets. Currently, “the
vast bulk of research and development, manufactur@ distribution of products

supporting sexual and reproductive health, remamnghe hands of multinational,

231



Chapter 7

private, profit-making companies” (Cottingham & Ber2011: 80). It may be that
greater public investment is needed to developrafide contraceptive methods, if there

is to be “an agenda driven by public health ne¢@sttingham & Berer 2011: 80).

Male contraception is an example of a new methoaeldped due to investment from
the non-profit sector. The HRP(the main UN instrument for research into human
reproduction) has recently supported phase llistrid a reversible male contraceptive
injection that works by inhibiting sperm productioffhe present results show that
monthly 500mg testosterone undecanoate injectiams provide effective, reversible,
acceptable, and readily delivered contraceptionniost healthy Chinese men without
serious short-term adverse effects” (6ual. 2009: 1915). This is encouraging as it
provides a new alternative for couples dissatisfwidh the current range of
contraceptive methods. The development of a phariogical male contraceptive has
been over 30 years in the making. Unlike othencdihresearch which is usually driven
by the pharmaceutical industry, development of nwaletraceptives to this stage has
only happened because of the commitment of cidledp bodies such as the WHO and
the National Institute of Child Health and HumanvBlepment (Nieschlag 2009). Most
likely this lack of attention and funding from thprivate sector has been due to a
(culturally specific) assumption amongst the decignakers, that men would not use a
pharmacological method even if available. Recesgaech has shown this assumption to
be incorrect: a study of over 9000 males in 9 coesitacross 4 continents showed that
overall acceptance of hormonal male contraceptias high, with variation between
populations (Heinemanet al. 2005). In Germany, Spain, Brazil and Mexico 60476f
men said they would be willing to use such a metticavailable (Heinemanet al.
2005).

Clinical trials of contraceptive technologies tedde assume that human biology and
the physiological effects of contraceptives would the same across populations

(Gammeltoft 1999). Later research has suggestachtimman biology and contraceptive

% HRP stands for the UNDP/UNFPA/WHO/World Bank Spe&rogramme of Research, Development
and Research Training in Human Reproduction.

232



Chapter 7

reactions are not universal (Bentley 1996; Gamrfteli®99: 17; Vitzthum and
Ringheim 2005). “Given that underlying risk factdos irregular menstrual bleeding,
reproductive infection and osteoporosis vary amaongien and by population, and that
women vary in their metabolic response to contragepsteroids, the impact of
contraceptive steroids on these aspects of wombeath cannot necessarily be
generalised across regions or ethnic groups” (St@@4: 234-5). There is now evidence
that levels of endogenous steroids differ betwesgufations, and this suggests “there is
substantial variation in the physiological respots@xogenous hormones” (Vitzthum
and Ringheim 2005: 13). Hormonal profiles of Bddini women were found to be
significantly lower than those of women in the @ditStates, implying that lower doses
of hormones would be needed to induce the sameaweqptive efficacy (Vitzthum and
Ringheim 2005). The case of a hormonal male coeptamn (above) is one such
example showing that physiological difference be&mvepopulations matters. The
efficacy trials of this method showed that Eastafisimen responded differently to
Caucasians: the former responding much betteraanthibiting effect of testosterone on
spermatogenesis — the mode of operation for theameptive (Nieschlag 2009). Whilst
the variability of risks for serious conditions (fexample cancer or cardio-vascular
disease) attributable to hormonal contraceptives lbeen studied across populations
(and found to be minimal), the biological variatyilof non-serious side-effects has not
been given the same attention (Snow 1994; VitztanchRingheim 2005).

Analysis of DHS data from multiple countries hagwh that discontinuation rates of
hormonal contraceptives are generally high, antidisie-effects and health concerns are
the major reason for this discontinuation in depilg countries (Ali & Cleland 1995;
Vitzthum and Ringheim 2005). The literature on caceptive side-effects often refers
to them as minor or dismisses them as myths anaursn Vitzthum and Ringheim
(2005: 19) suggest this attitude that “women’s repof side-effects are exaggerated or
fantasies” may be due to the difference betweenldiner discontinuation rates in
clinical trials compared to the higher discontinomatrates of other users. They point out
that this discrepancy is unsurprising given thatichl trials are short-term and not

representative of users (for example, participan¢ssubject to inclusion and exclusion
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criteria - such as having no medical conditionsepttman the one relating to the drug

being trialled - and commitments to fixed intervaighe trial).

The policy implication suggested by such reseathht (attributes side-effects to the
realm of rumour) is that there is a need for imp\contraceptive counselling and
education to help women anticipate and manageedfdets, and to dispel those myths
(Vitzthum and Ringheim 2005). The problem with tigsthat it assumes such side-
effects are minor (if not imagined) and can be raikd. However, from the user’s
perspective, the results of ‘minor’ side-effectegtdaches, nausea or loss of libido, for
example) may severely impact on their quality &, lability to be productive and their
personal relationships (Vitzthum and Ringheim 20@)ce such side-effects are often
stated as the reason for discontinuation (and uneed, as this study found for the case

of Cambodia), this suggests that users do notdagam as minor.

Counselling and education are important elementquality of care in contraceptive
services; however they are not the sole solutioméeting the contraceptive needs of
women wishing to avoid pregnancy if the side-eSdtave a biological cause. Further
research is needed to examine this. Snow calls“dtyser examination of the
physiological synergies between contraceptive teldgy and underlying reproductive
health” (Snow 1994: 234), since the mechanismgsHerpharmacokinetic variability in
response to contraceptives are not fully understdbd more recent research into male
hormonal contraception shows that this mechanignthi® population variability is still
not understood: “the reason for [the] ethnic défeze could not yet be fully elucidated”
(differences in body mass, fat and genetics argesigd) (Neisling 2009: 1891). There
is growing evidence that supports the need for ncbrécal trials on the physiological
variability of the effects of hormonal contraceptvacross populations, particularly in
developing country contexts, where women have loBMis, less body fat, and poor
nutrition (Snow 1994, Vitzthum and Ringheim 2008)may be that adjustments in
doses tailored to populations would reduce sideetdf this would in turn reduce
discontinuation and unmet need and generate alhsbeciated benefits (Vitzthum and
Ringheim 2005). | would agree with Gammeltoft (1p®at further research would

234



Chapter 7

ideally combine “attention to physiological changesh investigations of the making-
of-meaning processes to which they are intimately’ t(Gammeltoft 1999: 250). This
would need interdisciplinary research to draw tbget biological analysis of
contraceptive efficacy and side-effects, with sbs@ence approaches to understand the

meaning and context of changes resulting from eseptive use.

Education and awareness

The level of contraceptive advice and support thatnen and men receive needs to be
increased. Women and men in my field sites oftekdd knowledge of how methods
work, how to use them correctly, and the suitabitit different methods for different
needs. Although, undoubtedly, there are individstalff in the public health system
providing high quality consultations already, metdff are frequently overstretched in
their duties and do not always have time to give lével of attention. If further support
were available to discuss in-depth individual wolmeand men’s particular problems,
they may be more likely to find a suitable methedr example, teaching people how to
use condoms properly could help reduce discomforprescribing alternative oral
contraceptive pills may alleviate the side-effecdsised from another pill (this would
also require having a greater range of affordablgkes). More resources need to be
dedicated to this kind of intensive support, an@érioouraging women and men to seek
out such support. More could be done to ensurettigavillage health volunteers, who
distribute oral contraceptive pills and condomg able to fulfil this role, and be an
accessible source of advice and support for patecdintraceptive users. In light of the
finding from this thesis that key sources of trdsteformation are friends and
neighbours, behavioural change communication (BSl@uld make use of this: using
the village health volunteers more effectively byirgg them a greater role and paying
them salaries. Also BCC segments on radio andigéevcould use testimonials since
women value messages coming from those they peresiypeople like themselves (not

only the aspirational, idealised figures often useddvertising).
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Knowledge and management of side-effects

There also needs to be more effective communicatimut contraceptive side-effects so
that women are not facing unexpected problems iticiease anxiety over modern
contraceptives. More warnings and discussion alkdw#t can be experienced: which
problems are likely to reduce with long-term usd aich problems are signs that the
user should discontinue using a method. At the nmpveomen do not always receive
such warnings nor do they understand the way hoamamethods function. They are
therefore unprepared if they experience side-efféaking them as a sign to discontinue
use. Further support and follow up consultationdat@also help people to use particular
methods more easily and effectively. People takintiretroviral therapy in Cambodia
were found to frequently use mobile phone alarms, i@dio and television shows as
reminders for when to take a dose (Elidtal. 2011). Similar reminders and strategies
could help contraceptive users remember when tlase is due or keep track of their
cycle for fertility awareness methods. Such techesgneed to be tailored to the
Cambodian context: for example, findings of thiesiis showed that rural women often
thought that they could not use the day countinthoteas they did not use a Western
calendar. They could be taught this method with BmEr calendar, or with
CycleBeadS. There was a common perception that this methodotssuitable for
uneducated women, which is not the case, but peosidiould need to be trained and

accept that uneducated women can use it if motivael taught.

The policy decision needs to be made to mobiliseurces for reducing unmet need for
contraception. Other authors have questioned whd#mily planning has the same
political support in Cambodia as other aspects afenmal health (Hemmings & Rolfe
2008; Liljestrand & Sambath 2012) (chapters 3 angdinting to pro-natalist sentiment
and inadequate promotion of long-term contraceptnethods (USG 2011). It seems
likely that a resistance to family planning may lbi&ed not only to the population

losses of the Khmer Rouge era (Desbarats 1995)albatto ideas of continuity with

27 CycleBeads are a colour-coded string of beads hblt a woman use the standard days method, a
fertility awareness based method (RH&GI.2012).
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Khmer traditions which include young women’s ignura of sex, and a lack of
openness to talk about sex, particularly betweereggions. There are forums opening
up, such as television and radio programmes, whach issues are debated in public.
However sex education in schools covers only tldobical side of reproduction and
not social or psychological issues surrounding abtyuand relationships. Men’s and
women’s ignorance and shyness about facing thesedsis contributing to fear and
anxiety about contraceptives and accessing seraiog@snformation. If sex education in
schools is deemed culturally inappropriate, pertmapsof Iran’s policies could be taken
as an example: there, before a couple can maepride and groom receive mandatory
classes in family planning (Roudi-Fahimi 2002). €diurse this is not ideal as single
people would not receive this education. Howevhgytmay benefit indirectly as

information is diffused through social networks.

In order to improve people’s abilities to judge sdly the health concerns regarding
contraception, counselling should cover not only $ide-effects and risks, but also the
non-contraceptive benefits. The health benefitspetcific methods include reduced risks
of pelvic inflammatory disease and ovarian and emetaal cancers (Clelanst al. 2012
Vitzthum and Ringheim 2005). “Informed consent ddomclude patient appraisal of
the risk/benefit ratio” (Herbert 1975: 555) andoairder for them to do this they need to
be able to place those risks into perspectiveh&thoment, risks are misunderstbd

Culturally competent health care

A broader debate that this thesis speaks to istbadeliver health care in the context of
plural medical belief systems. In reference to @anbodian population it has been
suggested that reloading indigenous terms coul@ ey to improve utilisation and

adherence to biomedicine. Kulig (1988) proposeditan biological concepts with

% To give one example, from this research, womemwrteq fearing ectopic pregnancies with IUD use.
Although a pregnancy occurring whilst using an 1i#ls more likely to be ectopic, the absolute rifk
ectopic pregnancies is lower than when no methagésl, because the risk of becoming pregnant is so
low (Clelandet al.2012). It is very doubtful people have this levEknowledge when they express a fear
of ectopic pregnancies.
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culturally appropriate meanings — for example, gsihe indigenous concept of
‘hotness’ to explain how the pill prevents contgaean. During fieldwork | heard
women recently returned from giving birth in hoapiin Siem Reap, refer to the iron
supplements as ‘hot medicine’, or the injectiorsythad been given as ‘hot injections’.
They had been told that since they had had thisrtiealicine’ there was no needdng
plerng (the traditional post-partum practice of lying aideping over burning embers).
Sometimes women headed this advice, other womepagoed taking the pills until they
had completed the traditional seven daysof plerngas a way to avoid the double
heating effects of hot medicine aadg plerng Aside from being ethically questionable,
this cultural reloading of terms would be detrinanbowards improving the population’s
knowledge of and trust in biomedicine (somethingolh have argued is a key factor in
reducing unmet need). Perhaps the Khmer and bi@aledntologies are too different
and cannot be bridged successfully in this way 28a1). Instead | would suggest that
the solution to unmet need is to make improvemientse biomedical options available
and known to people, and let them make informedicelso In reference to family
planning this means: equipping people with knowksdgmproving contraceptive
counselling; widening the range of available methadproving and regulating the
health system to increase trust; and investing motke development of new methods
and (population specific) refinement of existingthwels. A greater range of methods
would mean a greater chance of every individualifig a contraceptive they consider
culturally and physically acceptable to them. Uktely, the majority of people in
Cambodia want to have the power to control thein dertility by deciding on the
number, timing and spacing of their children. it was a method they perceived to be

suitable, they would probably be using it.

Limitations of this study

There are several limitations to this study: firsthere are those which affect the extent
to which the findings can be generalised; and sdlgathere are those aspects which,

due to the decisions made at the stage of resdasthn, limit the scope of the research.
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Whilst the DHS data are collected in such a waycaallow statistical analysis and

interpretation of the generalisability of the finds to the wider population, the findings
from the ethnographic data cannot be said to beeseptative of the population in a

statistical sense. However, my research design auaed at selecting people and
settings which were typical in many aspects of offeople and places in Cambodia. In
choosing the urban and rural research sites | atmeghin access to a wide variety of
demographic groups, whose life-styles were charigtite of people elsewhere in

Cambodia. My judgement of ‘typical’ was based oa literature | had read, personal
observations from previous visits, and discussiaitls informants in the early stages of
fieldwork. The generalisability of qualitative woik not possible in the statistical sense,
but I would argue that findings of this ethnograpan be interpreted as having wider
application beyond my two field sites. This is besm | have aimed to capture the
networks of meaning and the historical and sodi@umstances that are shared (to a
greater or lesser degree) by Cambodians in otleasasf the country. Furthermore, the
findings | have presented fit into and build upoxiseng academic accounts of

Cambodia and contraceptive use from both regioméithematic bodies of literature.

One factor stands out as potentially rendering ieid fsites atypical of Cambodia.
Whilst conducting fieldwork, | was told that Sienmed& has a higher proportion of
commercial sex workers than other parts of Cambdd&to it being a popular tourist
destination and the attendant economic migratiorhgve not found literature to
demonstrate this). This may have biased my resuftesceptions of condoms, which |
found were stigmatised as being associated withmartal and commercial sex. In
contrast, Hemmings and Rolfe (2008) found that oomgl were not highly stigmatised
or associated with commercial sex work in two otBambodian provinces. However,
previous studies showed similar findings to thoteng thesis in regard to condoms
(Fordham 2003).

The limitations of the study that reflect the scepel boundaries of the research are as
follows. My study focused on contraceptive use agsbipeople who were married (or

in a union like marriage). Therefore my findings mat consider single people who are
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sexually active. | did however gain the perspestioé single people throughout my
fieldwork. The decision to focus only on marriedople was made because | was
interested in the group who make up the majoritgedfually active people in Cambodia.
Also, | presumed that there may be a differen$éactors involved in unmet need for
contraception for this group, given the culturddda on non-marital sex. Limitations of
time and resources are always an issue when cangplatpiece of research, and this

was no exception in this Ph. D. research

In Chapter 2 | discussed the research design: @es&gl use of mixed methods, with
guantitative findings leading into the qualitatiata collection. | explained my rationale
for analysing the DHS 2005 data in this thesisarathan the DHS 2010 data in the
section of Chapter 2 entitled ‘quantitative resharé direction for future research
would be to compare whether, and in what ways,sthetion has changed from the
DHS 2005 to the DHS 2010. This is done briefly belo

What has happened to contraceptive use pattemeéethe Cambodian DHS 2005 and
that of 20107 Firstly, current contraceptive us@magnmarried women (aged 15-49) has
increased from 40% to 51%. At the same time, thmaimeed for contraception has
continued to fall, from 25% to 17%. In terms of thethod mix, 35% of married women
opted for modern methods (the figure for 2005 wa&%y, while 16% used behavioural
methods (13% in 2005). The mix of specific methbds changed little in the 5 year
period. The most widely used methods remain thiy @&l (15%), withdrawal (12 %),
injectables (10%) and day counting (4%). In otherds, long-lasting modern methods
remain unpopular, and behavioural methods arefatitiured by a significant proportion
of contraceptive users. As in the 2005 data, th&020ata reveal that the pattern
regarding behavioural method use increasing wittioseconomic status (Chapter 6)
remains: compare behavioural method use among wawittnno schooling (9%) and
women with secondary or higher schooling (23%)erestingly, the proportions who
use modern methods are the same in both thesesy(84dfb). Regarding the difference

between wealth groups, behavioural method use % afong the lowest quintile and
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25% in the highest quintile. Notably, modern methesd is actually lower in the highest
quintile (31%) than the lowest quintile (35%).

So do the new data change the relevance of théenfiedn this thesis? No, for the
following reasons: firstly, whilst there has beer@uraging progress made in the period
between the two surveys (contraceptive use has asd unmet need has fallen) there is
still room for much improvement. Of particular cenc are the vast inequalities in
unmet need, and health indicators, between diffdestels of education, of wealth, and
place of residence (NI8t al. 2011). Secondly, there is the issue of sustairtgbilihe
improvements seen in this period coincided with saderable support from donor
agencies. If donors’ priorities change or targets @nsidered to have been met, how
will this impact on the family planning and reprative health needs of the population?
Thirdly, reproductive and maternal and child heaittlicators (which are affected by
unmet need for contraception — Chapter 1) remaiowbeegional averages (WHO
2012). In short, the findings of this thesis ar#l seélevant to solutions directed at

meeting the contraceptive needs of the population.

Implications for future research

Many of the directions for future research thatehamerged from this piece of research
have already been pointed to in the discussion e@bblierefore in this section, | will
draw them together only briefly. An obvious areduitire research, following from the
previous section, would be to analyse the data ftben CDHS 2010 beyond the
descriptive analysis above. Are the same factdestafig the likelihood of unmet need
and behavioural method use, to the same degrdegsvere in 2005? The descriptive
statistics suggest so, but do not control for contbng effects. A second line of enquiry
might be to extend the focus of this research tmamied people to examine how
contraceptive perceptions and use differ accordingifferent types of relationships.
Policy makers were not included in the presentystud their attitudes to contraception,

abortion and population issues in general impadhenwider society as their decisions
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directly affect service provision and prioritisatiof such issues. Therefore more needs

to be known about their interpretations of theséens

In Chapter 3 | described the healthcare system amiddia, pointing to several
innovative schemes to improve reproductive hedilsation, such as HEFs, voucher
schemes and incentives for deliveries. These Hav@dtential to change the dynamics
of service utilisation in a beneficial way but magve unintended consequences; the use

and wider effects of such schemes should be examine

My findings on the widespread experience (as welberception) of contraceptive side-
effects in this population indicate that more reskeaeeds to be done on understanding
the biological variability of the effects of hormadncontraceptives on different
populations. Furthermore, such research shouldgmatre the cultural construction of
physiological changes as the meaning making praseisgerlinked with physiological
response (Moerman 2002). It has been suggestedthi®r authors that the high
prevalence of contraceptive side-effect reporteggthe globe may in large part be due
to a nocebo effect (the opposite of a placebo gffgarimes & Schulz 2011), whereby
the expectation of an adverse reaction induces anaxperience. Such research should
attempt to pull apart this interaction between gharmacokinetic response to hormonal
methods, the background prevalence of illness sympt and the culturally specific
process of meaning-making, as each of these aspexigsvolved in the experience of

contraceptive side-effects.
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Table 15: Current contraceptive use of currently maried (or in union) women aged 15-49 in 2000

and 2005
2000 2005
Frequency  Percentage Frequency Percentage
Any method 2159 23.8 4035 40
Any modern method 1701 18.8 2740 27.2
Pill 408 4.5 1114 11.0
IUD 115 1.3 177 1.8
Injections 667 7.4 793 7.9
Condom 82 0.9 290 2.9
Female sterilization 134 1.5 168 1.7
Male sterilization 14 0.2 9 0.1
Norplant 8 0.1 19 0.2
Monthly/Chinese pill 248 2.7 158 1.6
Any traditional method 451 5.0 1288 12.8
Periodic abstinence 246 2.7 452 4.5
Withdrawal 205 2.3 836 8.3
Lactational amenorrhea 25 0.3 12 0.1
Folk method 7 7 01 01 8 8 01 01
No method 6912 6912 76.2 76.2 6052 6052 60.0 60.0
Total 9071 9071 100 100 10087 10087 100 100
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Table 16: Need for family planning in Cambodia 2000

Percentage of currently married women accordirthed need for family planning, by background

characteristics

Need for family planning in 2000
Unmet | Unmet | Unmet | Total Useto | Use Use | Total | No Total | Total | Total | % of
need to| need to| need to| unmet | postop-| to to met FP numb | need | total
Background | postp- | space | limit need one spac- | limit need | need er for FP | need
characteristic|] one e unmet
Age
15-19 15.3 114 3.0 29.7 11 6.4 1.4 8.9 61.5 100 439 38.6 76.9
20-24 3.6 19.9 7.3 30.8 0.5 11.8 3.4 155 53.7 100 101 46.3 66.5
25-29 0.5 19.2 13.5 33.2 0.2 12.5 10.7 234 434 100 161 56.6 58.7
30-34 0.2 13.8 187 327 o 133 17.4 30.9| 36.6 100 179¢ 636| 51.4
35-39 0.1 113 208 322 01| 7.8 231 310 369] 100 176f 631 509
40-44 0.2 95 187 284 o 70] 198 268| 448 100 142 552 514
454951 46| 106 153 0 16| 87 103| 744 100 102] 256| 59.8
Pearson Chi-Square value = 4404.487, df = 42, peval0.001.
Missing = 3.
Residence
urban 15 11.2 12.4 25.1 0.4 13.0 19.4 326 42.1 100 7654 57.7 43.5
rural 1.3 135 15.8 30.6 0.1 8.6 133 222 47.3 100 1414 52.8 58.0
Pearson Chi-Square value =80.089, df = 7, p-val0®e1.
Education
None 0.9 141 16.6 31.6 0.1 7.2 12.q 193 49.1 100 2791 50.9 62.1
Primary 15 124 16.9 30.4 0.1 7.9 153 233 46.2 100 495 53.7 56.6
Secondary + 15 13.8 7.6 22.9 0.6 18.6 154 35.0 42.1 100 131 57.9 39.6
Pearson Chi-Square value =326.014, df =14, p-val0®01.
Total 1.3 131 15.2 29.6 0.2 9.2 144 238 46.5 100 53.4 55.5
Number 121 1188 1383 15 839] 1305 4217 9068
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Table 17: Need for family planning in Cambodia 2005

Need for family planning in 2005

Unmet | Unmet| Unmet| Total | Useto| Useto| Useto| Total | No FP | Total Total | Total | % of
need | need | need | unmet | postp- | spac-e| limit met need numbe| need | total
Background | to to to need | one need r for FP | need
characteristic | postp- | space | limit il il
one
Age
15-19 10.7 12.7 220 256 3.6 15.7 14 20.7 53.7 100 363 46.3 55.3
20-24 2.8 15.1 5.8 23.7 1.6 24.8 8.1 345 41.7 100 167 58.2 40.7
25-29 0.6 13.3 115 254 04| 235 177 416| 329 100 1564 67.0( 37.9
30-341 03 83| 172 258 o 156 334 49.0| 251 100 172 74.8| 345
35-391 0.2 47| 215 264 0.1 6.4 434 497| 240 100 1824 76.1| 347
40-4470 2 26| 241 269 0 14| 413 427 304 100 165] 69.6] 386
45-49 0] 06| 204 21 0] 02| 209 211| 579 100 127¢ 421| 499
Pearson Chi-Square value =5787.011, df =42, p-val0€©01.
Missing =0.
Residence
urban 1.2 7.3 133 218 1.8 13.1 344 495 28.8 100 157] 713 30.6
rural 1.0 7.9 16.7| 25.6 0.2 12.3 251 38.2 36.1 100 8514 63.8 40.1
Pearson Chi-Square value =144.689, df =7, p-val0®e1.
Education
None 0.6 8.2 18.8 27.6 0.3 6.6 234 303 42.2 100 2291 579 47.7
Primary 1.0 8.0 16.9] 259 0.3 12.8 274 405 33.6 100 596 66.4 39.0
Secondary 4 17 6.9 10.7] 19.3 1.4 18.4 30.1 505 303 100 183 69.8( 27.7

Pearson Chi-Square value =386.676, df =14, p-vala®01.

Total 11 7.8 16.2 251 0.5 12.4 271 40.0 34.9 100 65.1 38.6

Number 108 788 1633 48 1254 2733 3522 10084
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Model Selection

Model 1: Binary Logistic Regression for Unmet Need
The first logistic regression model tests the Ilkebd of having unmet need, amongst
women with a need for family planning. The respovesgable is whether there is unmet

need; met need is the reference category.

Wealth and Residence Multicollinearity

Due to multicollinearity between wealth and resimera set of composite dummy

variables was created (this is discussed below).

Table 18: Place of Residence by wealth quintile @nried women)

Type of place of residence Total Number of
Urban Rural married women
Wealth index 5.0 95.0 100.0 1,957
Poorest (6.2) (21.8) (19.4)
5.1 94.9 100.0 2,028
Poorer (6.6) (22.6) (20.1)
7.2 92.8 100.0 1,952
Middle (8.9) (21.3) (19.4)
10.5 89.5 100.0 2,037
Richer (13.5) (21.4) (20.2)
48.2 51.8 100.0 2,113
Richest (64.8) (12.8) (20.9)
15.6 84.4 100.0 10,087
Total (100) (100) (100)
Number of
married women (1572 (8515) (10087)
Pearson Chi-Square value = 2195.10, df = 4, p-val0€01.

There is strong correlation between wealth anddezsie: while 95% of the poorest
group live in rural areas, only 51.8% of the richg@®up live in rural areas. There is a
large change in the relationship between the gréupsrest through to richer’ and the
‘richest’ group: all wealth groups between poowesd richer have approximately 5-10%

living in urban areas. However for the richest grd@.2% live in urban areas.
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To measure the effects of wealth and residencergpasite variable was created. For the
lowest three wealth quintiles 90-95% of responddired in rural areas therefore the
distinction between rural and urban was ignoredliese groups as sample sizes would
have been too low. The upper two wealth quintilesrendivided into four groups
distinguished by residence as well as wealth (richeal, richer-urban, richest-rural, and

richest-urban).

Model Specification

Backward elimination was conducted beginning witmadel containing the complete
set of explanatory variables. Each variable watetem turn using the likelihood ratio
test. The variable with the highd3tvalue greater than the significance level of @&
removed from the model, creating a new base maddhes. process was repeated until all

the variables left in the model are significantre level of 0.05.

Base group: Currently married/in union women withegd for family planning

Response Variable: Unmet need
Outcomes ardd=met need (reference category)

1=unmet need

Explanatory variables (entered into base model):

Education (highest level attained — none, primargezondary+)

Age in 5year groups (15-19, 20-29, 30-44, 45-49)

Number of living children (including current preg@a — none, 1-2, 3-4, 5+)
Wealth/Residence Composite (poorest, poorer, miditleer-rural, richer-urban,
richest-rural, richest-urban)

Religion non Buddhist (0O=Buddhist, 1=other)
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Medical Care Variables (0=not a big problem, 13gadvoblem)

Getting medical help for self:
Getting medical help for self:
Getting medical help for self:
Getting medical help for self:
Getting medical help for self:
Getting medical help for self:
Getting medical help for self:

Getting medical help for self:

getting permissiorgb is a big problem

getting money neeiddoig problem

distance to headttility is big problem

having to take tiaors is big problem

not wanting to gora is big problem

concern no femaleltieprovider is big problem
concern no providebig problem

concern no drugsigsproblem

Visited by health worker last 12 months (0=no, 1s)ye
Visited health facility in last 12 months (0=no,y&s)

Media Influence

recently (in the last 12 months) heard family plagmrmessage in any media

(either radio, tv, newspaper)

(0O=no, 1=yes)

Non-significant explanatory variables eliminated from the models after

likelihood ratio tests

Religion

Medical Care Variables

Getting medical help for self:
Getting medical help for self:
Getting medical help for self:

Getting medical help for self:

getting permissiorgb is a big problem
distance to headttilfty is big problem

having to take tiaors is big problem

concern no femalaltieprovider is big problem
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Explanatory variables (entered into base model):

Age in 5year groups (15-19, 20-29, 30-44, 45-49)

Number of living children (none, 1-2, 3-4, 5+)

Religion non Buddhist (0= Buddhist, 1= other)

Medical Care Variables (0= not a big problem, Isgproblem)
Getting medical help for self: getting permissiorgb is a big problem
Getting medical help for self: getting money neeiseaoig problem
Getting medical help for self: distance to headttility is big problem
Getting medical help for self: having to take tqami$ is big problem
Getting medical help for self: not wanting to gora is big problem
Getting medical help for self: concern no femalaltieprovider is big problem
Getting medical help for self: concern no provigebig problem
Getting medical help for self: concern no drugsigsproblem
Visited by health worker last 12 months (0=no, 1s)ye
Visited a health facility in last 12 months (0=Asyes)

Media Influence
heard family planning message in any media inase12 months (either radio,
tv, newspaper) (0=no, 1=yes)

Wealth (poorest, poorer, middle, richer, richest,)

Education (highest level attained — none, primargazondary+)

Residence (urban, rural)

Wealth*Education Interaction

Wealth*Residence Interaction

Education*Residence Interaction
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Non-significant explanatory variables eliminated from the models after

likelihood ratio tests

Medical Care Variables
Getting medical help for self: getting money neeideaig problem
Getting medical help for self: having to take tqami$ is big problem
Getting medical help for self: not wanting to gora is big problem
Getting medical help for self: concern no femalaltieprovider is big problem
Getting medical help for self: concern no provigebig problem
Getting medical help for self: concern no drugsigsproblem
Visited by health worker last 12 months
Residence (urban, rural)
Wealth*Residence Interaction

Education*Residence Interaction
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Table 19: Contraceptive Effectiveness: Rates of Uniended Pregnancies per 100 Women

Source: table after WHO & CPI07: 319

First-Year 12-month
Pregnancy Rates Pregnancy Rates
(Trussell)a (Cleland & Ali)b
12-month Family planning
method

Consistent and As commonly As commonly
correct use used used

Implants 0.05 0.05

Vasectomy 0.1 0.15

Levonorgestrel IUD 0.2 0.2

Female sterilization 0.5 0.5

Copper-bearing IUD 0.6 0.8 2

LAM (for 6 months) 0.9c 2C

Monthly injectables 0.05 3

Progestin-only injectables 0.3 3 2

Combined oral contraceptives 0.3 8 7

Progestin-only oral pills 0.3 8

Combined patch 0.3 8

Combined vaginal ring 0.3 8

Male condoms 2 15 10

Ovulation method 3

TwoDay Method 4

Standard Days Method 5

Diaphragms with spermicide 6 16

Female condoms 5 21

Other fertility awareness 25 24

methods

Withdrawal 4 27 21

Spermicides 18 29

Cervical caps 26d, 9e 32d,16e

No method 85 85 85

a Rates largely from the United States. Sourcesdaili J. Contraceptive efficacy. In: Hatcher R let a
editors. Contraceptive technology. 19th revised 2807 (in press). Rates for monthly injectables and
cervical cap are from Trussell J. Contraceptivéufaiin the United States. Contraception. 2004 2Y.0(
89-96.

b Rates from developing countries. Source: Cleldndnd Ali MM. Reproductive consequences of
contraceptive failure in 19 developing countriebst@trics and Gynecology. 2004; 104 (2): 314-320.

¢ Rate for consistent and correct use of LAM is @ighted average from 4 clinical studies cited in
Trussell (2007). Rate for LAM as commonly used rienf Kennedy KI et al., Consensus statement:
Lactational amenorrhea method for family plannilmgernational Journal of Gynecology and Obstetrics.
1996; 54(1): 55-57.

d Pregnancy rate for women who have given birth

e Pregnancy rate for women who have never giveh bir
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