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ABSTRACT

GHAZALEH SAMANDARI: Contraceptive Use in Cambodia: A Multi-Method Exasation of

Determinants and Barriers to Modern Contraception
In Cambodia, 79% of married women of reproductive age wish to limit or delay birtims)lye
27% are using a modern method of contraception. The purpose of this mixed-methodidrsserta
is to examine the determinants and barriers to contraceptive use in this populatiovo The
specific aims are to 1) use quantitative data examine the associationshb&baiaésupport and
contraceptive use among Cambodian women of low vs. high parity; and 2) use qualéatite
understand the different characteristics and barriers to method use of women who use
contraceptives, women who have discontinued contraceptive use and women who have never
used a modern method. The quantitative study (aim 1) surveyed a representgtiecosa
married women ages 15-49 from two rural provinces in Cambodia (Kampong Thom and
Kampot) and measured current contraceptive use, demographic charastandtitems related
to contraceptive social support of husbands, peers and elders. Multivariate fegstssion
methods were used to measure the association between contraceptive use anghgodiarsl
models were stratified by low (<=2 live births) versus high parity (>=3dist&s), The
qualitative study (aim 2) used in-depth interviews and focus group discussionsfigtdndi
contraceptive user types to understand unique barriers and motivations of users, dissontinuer
and non-users of contraceptive methods. The quantitative paper shows significaatiassoci
between husband’s support and contraceptive use. For all women, a husband’s positive attitude

towards methods and ease of communication with the husband are associated with higher



contraceptive use; however, when the husband has full decision-making power, the likelihood of
method use decreases among high-parity women. For low-parity womagiypeythat peers

use modern methods increases the likelihood of contraception. In both groups elderg negat
opinions about contraceptive use decrease actual use. The qualitative findingisaghramors

of myths and misconceptions about side effects are main barriers to the use anttlerere w

spread among all women. Differences between the three user types shoosiinge husband
support, access to health providers and a high degree of self-efficacy faiceptive use

contribute to successful initiation and continuation of modern methods.
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Chapter 1: Introduction and Specific Aims

The purpose of this dissertation is to examine the association between bac@saceptive
use and current contraceptive use among women of reproductive age (WRA) in Camibedia
specific focus is to a) determine how individual behavioral attributes and\estc®cial

support affect a woman’s use of modern birth spacing methods and b) develop a richer
understanding of the misconceptions about and perceived barriers to contrace@ivenge
this population. These data are needed to fill substantial gaps in our understanding about
determinants of contraceptive use in Cambodia and to help create targeted ptejemies to
improve health outcomes among WRA in this population. The dissertation incorporates
guantitative and qualitative methods to expand our knowledge of factors related toejuiiviea

use in Cambodia.

Demographic and health surveys (DHS) in Cambodia taken in both 2000 and 2005 show that
while a substantial portion of WRA have a desire to delay or prevent a future birttj\aehgl

small proportion of these women utilize modern methods of contraception. This gap iallgspec
wide in poor, rural areas, which suffer the highest levels of fertilityaelaealth repercussions
(i.e., maternal mortality, infant mortality, etc.). However, a smalllmemof research studies

have demonstrated that barriers to contraceptive use in Cambodia may go begendltied to
the structural context (i.e. access, availability, etc) and may have broadgtbehavioral

causes.



While there is ample literature on the manner in which individual behaviors and sppalts
can shape use of contraceptives in a variety of settings, there are no such studieéscconthec
Cambodian setting. Furthermore, more depth of understanding is needed with efsdsle

of misconceptions and barriers to contraceptive use in this setting. The dispaviéei fertility
preferences and actual contraceptive use demonstrated by the Cambodian Bifateece
further investigation into this area. By learning more about the elementsititabate to the
continued unmet need for contraceptive use, more effective programs can be devikged to he
women achieve their desires for birth spacing or pregnancy prevention. To fillgeengour
understanding of contraceptive use in Cambodia, | propose:

1) To investigate the association between social support on current use of modern
contraceptives among women of reproductive age (ages 15-49) in Cambodia, with
specific attention to the differential relationship for women of low versusgagity; and

2) To examine the misconceptions and barriers to use of contraceptives through avgualita
analysis of Cambodian women'’s experiences with contraception. Specificailly
examine the different experiences of women who are current users oteptitras,
women who have discontinued use and women who have never used modern
contraceptive methods.

Dissertation Outline

This dissertation is comprised of two main papers, each focusing on one of thie spasif

Along with the original research presented here, this monograph provides an extensive



background on the issue of contraception both globally and specific to Cambodia. The

organization of the paper is as follows:

1)

2)

3)

4)

5)

Background and Introduction to Contraception in Cambodia (5 sections)

The first section of the background details the current status of contraceptine use
Cambodia and compares findings to other countries in the region.

Section two details the physical, social and economic risks posed by unmet need for
family planning, and explains the current consequences of unmet need in the
Cambodian population.

The third section reviews the known basic determinants of contraceptive use (i.e.,
common demographic and community-level factors), both generally and asif& spec
to Cambodia. This section in particular synthesizes the current researchbodia
and, by doing so, demonstrates the need for investigation into both specific aims.
Section four delves more deeply into the role that social support plays in
contraceptive use and provides a theoretical framework for examining fleeiraaf
women'’s contraceptive behavior. This latter section in particular is related
specifically to the first paper of the dissertation.

The final section of the background examines the continuing gaps in our
understanding of contraceptive issues in Cambodia and provides a basis for an in-
depth qualitative exploration.

Paper 1: The Role of Social support and Parity on Contraceptive Use in

Cambodia

1) Methods



2) Results

3) Discussion

Paper 2: “If we can endure, we continue”: Understanding Differencebetween
Users, Discontinuers and Non-Users of Contraceptive Methods in Cambeadi
1) Methods

2) Results

3) Discussion

Conclusions and Implications for Application



Chapter 2: Background and Introduction to Contracepion in Cambodia

Section 1 —The State of Contraceptive Use in Cambodia

The tumultuous modern history of Cambodia severely impeded its population’s access to
effective methods of family planning in recent decades. The Khmer Rougesrefjihe 1970’'s

and the ensuing Vietnamese occupation of the 1980s and early 1990s created a statendt ec
and social turmoil that all but destroyed the country’s health infrastruaareendered family
planning programs virtually inoperable for over twenty yeatdot until 1994 was there an
internationally supported, government-led effort to reinstate family planamgaigns within

the country* Even then, efforts were considerably hampered by the country’s poor infrastruct
leading to very low contraceptive prevalence rates and concomitantly higlofégetility and
maternal mortality.Since that time, Cambodia has experienced a massive influx of development
aid and has greatly improved its family planning programs. The efforts ofrgogat and non-
governmental agencies over the past decade have contributed significamthgéses in
contraceptive use and declines in birth-related indicators such as toli&y fertés (TFRY’ In

the period from 2000 to 2005, the contraceptive prevalence rate among all Cambodian women

increased from 11% to 33.7%, while the TFR dropped from 4.0 to 3.4 births per woman.

Despite these gains, however, major shortcomings in family planning in Caméodianr The
most recent Cambodian Demographic and Health Survey (CDHS) from 2005 repdtiattthat

in 4 married women in Cambodia has an unmet need for family plahAimgopman



with unmet need is defined by as any woman who is 1) married, in a non-marital union or
sexually active, 2) fecund, 3) does not want to have a child in at least the ngrrsoand 4)
is not currently using contraception (either modern or traditional). Furtimera7% of women
report a desire to delay or avoid future pregnancies, yet the contraceptiakepce rate (CPR)

is only 27.2%

Compared to other countries in the Southeast Asia region, Cambodia falls beloghrebn
every key measure of fertility and family planning. Table 1 shows the tdifitfeate,
contraceptive prevalence rate and unmet need for family planning within Canaimatother
countries in Southeast Asia, where available. The TFR in Cambodia is higheetrdy all

other countries in the region, while the CPR is the lowest among these comparisor’fiations.
Among those countries in Southeast Asia where information on unmet need is available,
Cambodia has the highest regional unmet need for family planning methods.dbaldeylel,

in terms of CPR — which according to the World Health Organization serves ascati indi



on of overall population health, development and women’s empowerment — Cambodia ranks
130th out of 177 countries for the 1995-2003 petfothese dire indicators carry with them real

consequences for the health and well-being of populations.

Section 2 — Consequences of Unmet Need for Family Planning: Global and Gawdian
Perspectives

A common way of conceptualizing the impact of underutilization of contraceptiomwithi
populations is to use a measure of “unmet need” for family planning. Unmet neeahifgr fa
planning takes a variety of forms in the literature, but is most often definbd psoportion of
sexually active women who wish to delay or stop childbearing but are not using ammode
contraceptivé:* Numerous studies have shown that unmet need for family planning can have

significant consequences for the health and well-being of women and chifidfen

A key consequence of unmet need is unintended pregnancy (pregnancies that wargatbaiv

the time the time of pregnancy, or at any time in the future), the burden of whicmasily

borne by women.11 Pregnancy carries with it inherent risks of increased morbidity and
mortality for women, and these risks are only compounded in the context of unintended
pregnancy.**Women with unintended pregnancies are at increased risk of complications
during pregnancy (such as hypertensive disorders), difficulties at the toheévary (such as
hemorrhaging or obstructed labor) and lingering risks after birth (such asiost depression

or increased risk of intimate partner violence.), all of which increasesthefrmaternal

mortality*?® In developing countries, the rate of unintended pregnancies is high and the risk of
maternal mortality is amplified due to poverty, malnutrition and lack of adequeita bare?*?’

In developing countries one in six women die during pregnancy or childb#other common



outcome of unintended pregnancies is unsafe abortion, which accounts for 13% of athimatern
deaths and is the leading source of maternal morbidity worldftiitteRisks associated with
abortion are particularly prevalent in developing countries where the gracoéten illegal, or
where abortion service provision and care are woefully inadeiidte. an assessment of
maternal mortality and morbidity in 2005, the World Health Organization statethéhat
provision of adequate family planning is the principal means by which to redubs dedt

injury related to pregnancy.

In addition to the risks to women'’s health, children born of unintended pregnancies ate also a
greater risk of health and developmental difficulties. Studies have found thas iofant
unintended pregnancy are at greater risk of being born prematurely or uryherwich
decreases their chances of long-term survival and typical developti®As expected, these
risks are higher in developing country settings, where resources to canddoerccan be

scarce. In the developing world, studies have shown that children born as a result ofladinte
pregnancy are more likely to die in their first year, to be weaned froastieeding prematurely,
to experience stunting or wasting and to be deprived of resources such as food, clahing, he
care or educatioti.** Children of unintended pregnancy are also at higher risk of &btiseoor
outcomes for children of unintended pregnancies can be due either to poor care during the
pregnancy (women with unintended pregnancies are less prone to seek prematadl @rgage

in more risk behaviors such as smoking or drinking) or to increased risk of netgedifi**

47



Beyond the immediate health consequences, unmet need - and the resulting unintended
pregnancies - can limit the financial, educational, social and politicalness of women,
families and societie¥.Unintended pregnancies often result in either abortion or higher-than-
desired fertility rate$>*°In the case of the latter, women who have a high number of births are
less likely to complete their education, to participate in the labor force and to gavevels of
income'®3*On the other hand, women who use contraceptives have been shown to have
improved quality of life and better social status and autorfdffiy’*In addition to the direct
effects on women’s social status, health care costs associated with etioriciue to
pregnancy and birth can also strain families with limited resodféés countries where
resources for health care are low and health care systems are weakitiitghcén further
encumber fragile health system$>® In contrast, increased availability and use of family
planning has been linked to improved economic and social development of families and

communities’t 5256

Cambodia

The consequences of unmet need are evident among women of reproductive age in Cambodia
The latest data from the 2005 Cambodian Demographic and Health Survey indicate that 25% of
women have an unmet need for family planffi@mnsequently, 28% of births in Cambodia are
unintended, and theantedfertility rate (2.8) is lower than thectual fertility rate (3.4)’ As a

result of this dearth in family planning, Cambodia has some of the worst reproductihe heal
outcomes in the region. The maternal mortality ratio of 450 deaths per 100,000 liveshortls i

of the highest in the region, and is a leading cause of death of s Ractors such as

obstructed labor, hemorrhaging, sepsis and co-morbidity with malarial @i@edsanemia are



common causes of maternal death in Cambbtid’ Rates of emotional, physical and sexual
violence also increase for Cambodian women, as parity increlisasdition, 8% of

Cambodian women reported having at least one induced abortion, though other researah suggest
that this estimate may be vastly underrepoft@@espite legalization of abortion in Cambodia

in 1997, lack of knowledge about the abortion law, continued stigma and lack of access to
adequate abortion services force many women to seek abortions from unqualified ifglividua
including traditional doctors or untrained medical personnel, greatly inegeths risk of health

complicationg®°*

The effect of high fertility and unintended pregnancies is also apparent in tthecigeomes of
Cambodia’s children. The infant mortality rate in Cambodia reaches aboveagiosial
estimates, at 97 deaths per 1,000 live biftlsreover, children in Cambodia born of a birth
order higher than 3 (which is above the reported wanted fertility rate of 2.8echgdr woman)
are more likely to be reported as smaller than average at birth, whichsextaa likelihood of
neonatal death by more than three tirh&&ort birth intervals, another phenomena commonly
associated with unintended pregnancies and unmet need for family planning, algoadjiect
child survival. In Cambodia, children born under two years after a precedingrkirtioge than
twice as likely to die within the first month as children born after a 2-yethr dpacing period
(71 deaths per 1,000 live births compared with 29 per 1,000, respecfilreigambodia,
malnutrition is also common among children, particularly those in larger ésntilat reside in
impoverished rural ared8Thus, the consequences of unmet need for family planning also exact

a heavy burden upon Cambodian children.

10



The association between high fertility and reduced financial, educationab@aticapacities is
clearly reflected in outcomes for both Cambodian women and the broader Cambodian
population. Women with the highest fertility in Cambodia are also those with thet lewels of
schooling and in the lowest quintile of wealttm terms of the healthcare system, although
Cambodia has made notable gains in health care in the past decade, expenditure of GDP on
health care remains among the highest in the region, and 72% of that expense is shauldered b
families®® Health care costs associated with poor maternal and infant health is high in this
context, and is only exacerbated by the additional risks brought on by highyfehslihoted

earlier, increased family planning use can be a catalyst for improvadra and social
development within low-resource countries. Accordingly, in Cambodia, where falaiging

use is low, economic development also remains low, with 30% of all families liviregsiHan
one dollar a day’ Given the dire health and economic situation in Cambodia, mistimed or
unwanted pregnancies can add considerable burden to families and the society as a whole,

making improvements in contraceptive use imperative.

The negative outcomes associated with unmet need for family planning in Camblofdiaacal
urgent response to improving contraceptive use within the country. However, in order o devis
effective strategies for improving contraception, one must first assefstbis related to

contraceptive use (and non-use) both generally and within Cambodia, specifically
Section 3 — Basic Determinants of Contraceptive Use, Generally and withCambodia

Contraceptive use has been shown to be associated with a number of individual, community and

policy-level factors. Individual-level factors, such as education, knowledge ofceptives,

11



urban-rural residence, age, income and women'’s status can all have an effecinoanss
contraceptive uptake and continuatf3ii’ Higher education, knowledge of contraceptive
methods and urban residence are all associated with increased use of modereptivesac 2
Age can also have an effect on contraceptive use; women in the lowest and highestipge
(adolescents or women over 40) usually have lower rates of contraceptive use tigan wom
between the ages of 20 and®48”°Income and employment status also have positive
relationships with contraceptive uSe€? Some studies have shown that a measure of women'’s
status (or empowerment) - often derived from variables such as education, imcbdezigion-
making power - is associate with women’s contraception, such that those withdtegbe have

higher use of contraceptivéy’’

A woman'’s parity, or the number of live births she has experienced, has also long been
recognized as an important determinant of contraceptive use. Data from nunoenug s

show that a woman’s contraceptive use generally increases with the numbebaths that

she experienced.Consequently, women of low parity (often defined as those who have two or
fewer children) may be less likely to use contraceptives, even if they haoa@ desire to

delay or space their next pregnantAt the same time, women of high parity face some of the
greatest risk of negative consequences associated with unwanted childbedental death),
making parity a methodologically interesting point of delineation among wontkerummet

contraceptive need.

According to the social-ecological model of health, an individual’'s behavior can addfeted

by community factors, political or institutional factors, and interpersoratioakhips.

12



Contraceptive behavior is no excepti8ihe most common community-level factors
influencing contraceptive use are accessibility, availability anddsfolity of modern
contraceptive method$* Communities in which contraceptives are consistently available in
numerous outlets and are easily accessible by the majority of commamtigars have higher
levels of contraceptive ug&®#3*#prohibitively high pricing of contraceptives has also been
shown to be a barrier to use, particularly in areas where household resources ‘aré w
Community situations are often dictated by broader political and social t®ofexeproductive
health® Political support for reproductive health (often expressed through financialditgpe
on related programs) can improve the overall reproductive health environment and, in turn,
improve contraceptive use raf8%’ In addition to political support, the social context of modern
contraceptives is also closely related to contraceptive utilizationalSwpport for contraception
is most clearly conveyed through interrelationships that influence conixecape. The effect

of social support on contraceptive use will also be examined more closely amskcti

Cambodia

Given the turbulence of its recent history, collection of current health and developtaent da
Cambodia was only possible starting in the late 1990’s. Because of its poor post-war
infrastructure and bureaucratic obstacles, conducting research in timg Batiproven difficult

in the past, leaving significant gaps in our understanding of the country’s reproductthe heal
status® Demographic and Health Survey data from 2000 and 2005 document an upward trend in

contraceptive use, but there are only limited accounts of the factors thabatentoi this usé’

13



The available research from Cambodia shows that some of the individual-level andratm

level determinants of contraceptive use described above also apply in the Cancbotkat.
Cambodian women who are more educated, have more income and live in urban areas are more
likely to use modern forms of contraceptives. Cambodia, DHS data also demonstrate a strong
relationship between parity and contraceptive use, with use being substdmiadlyamong

women who have had any children, as opposed to hasavell, the reported desire to limit

births among this group rises dramatically at parities 2 and 3 (by parity 3 over T8meh

express a desire for no more children). However, by parity 3 only 28.2% of womenuspgrt

a contraceptive method, suggesting an unmet need for family planning to litmstdnnbng

women with more live childreh.

In contrast to actual use, knowledge of family planning methods in Cambodia is high; 98.6% of
women report knowing a modern method of contraception. Most women also report that
contraceptive methods are affordablilowever, access to and quality of contraceptive methods
in Cambodia remains a challenge. While modern methods of contraception are priced low and
are distributed through pharmacies, markets and both private and public health clinics
availability of methods can be irregular, particularly in rural afeasilability of contraceptive
methods has improved somewhat in recent years, as the Cambodian governmenttéds direc
more political and financial support towards reproductive health efforts; hovegapms in

accessibility remaif’

Studies conducted by development agencies working within Cambodia indicate tlecdezlets

and availability to methods are still in need of improvement, other social and indlividua

14



behavioral elements may be playing a role in contraceptive’ts&n evaluation of Cambodian
family planning programs by the United States Agency of International Devetdmnowed

that underutilization of family planning persists even in areas where metieoa=sédily

available, such as in the capital city of Phnom Penh. This report also suggesith thgih basic
knowledge of methods is high, women may have incorrect information about the effestioenes
side effects of modern methods and may not be able to correctly identify arelaiiopriate
methods?® Results from a qualitative study on abortion behaviors funded by the Depaidment
International Development in 2008, indicate that above and beyond structural components such
as pricing and proximity to contraceptive outlets, women’s contraceptive Gambodia may

be influenced by negative attitudes towards the methods and by input from menthens of

social networks®

Reports from Cambodian government and aid agencies also indicate the need fatanore d
misconceptions of and perceived barriers to contraceptive use among women of rejeradect

in Cambodia. A planning report from the Cambodian Ministry of Health recommends more
targeted research to understand potential barriers to contraceptive use sistdoasaptions

about modern contraceptives, difficulties in communication with providers or cultuyahder-
based obstacles to using modern methods of contracepti@éser reports by the World Health
Organization and the Reproductive and Child Health Alliance suggest that mythsidéout s
effects and distrust of method effectiveness may prevent Cambodian women'sriang-t
contraceptive us& Some data on perceptions of contraceptives and barriers to long-term use in
Cambodia do exist; however, these data are either out of date or focus only on a subgroup of

Cambodian women of reproductive age, such as adolescents or commercial sex¥dtkers.

15



Although there is some evidence on the determinants of contraceptive use in Cambaaht, curr
data on contraceptive utilization are sparse. More data are needed on the natureré$ wom
attitudes towards contraception and its consequent effect on the use of modern gamihygpl
methods. The degree and direction of social support on contraceptive use is anothereada i
of exploration. Reports suggest the presence of social support on a woman’s covgracept
decision-making process, yet the strength and direction of this influence areaimc
Furthermore, questions remain as to other unknown barriers to use that may bigst in t
environment, such as cultural myths associated with contraception or provided-ssleess

barriers>*

Section 4 — Social Support, Parity and Contraceptive Behavior

Studies from various countries show that a woman'’s attitudes and contracepsieed®aking
may be influenced by the number and types of relationships within her social netwoskreerd b
perceptions of prevailing social norms around¥i8&! In particular, there is evidence to suggest
that in cases where women are uncertain of the merits of modern contraceptiorgkbey m
decisions about methods using word-of-mouth communication with network mefffbers.
Studies from low-resource, high-fertility settings such as Kenya, Hdagi@ameroon and the
Philippines demonstrate that a woman’s contraceptive use is positivébdredgerceived
encouragement given by social network members and negatively assodiatpdroeived
disapproval or discouragemeéft-®*°"For example, a study in Cameroon showed that women
who perceived the approval of network members for contraceptive use were 16stirkely &0

have ever used a contraceptive than those women who did not perceive encouragement from
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network members. Moreover, significant associations have been made betweenwitbmen
strong interpersonal connections to contraceptive users/non-users and titeigled@cision to

use/not use, respectively’ 1%

The types of individuals who have been found to have a prominent effect on a woman’s
contraceptive decision-making include husbands, elder women in the community andréasvoma
female peers 2% 3Egspecially in a context where the majority of sex occurs within marriage,
such as is the case in Cambodia, the spousal relationship proves unrivaled in theytoérarch
social support on contraceptive 4s&*°The importance of a husband’s sway over

contraception has been demonstrated through numerous studies that look at husbands both as
actors within a social network as well as partners within the marital tHibfiIndeed, in

Cambodia, 99% of husbands have knowledge of their partners’ use of contraception, indicating
that their involvement and influence on decision-making may be considéizlliers also play

an important role in Cambodian society, making their input on contraceptive norms pgtentiall
influential %°A literature search turned up no quantitative studies on these phenomena directly in
Cambodia, but qualitative data from a DIFD study on abortion suggest that social sugport m

play a role in contraceptive use in this setfihg.

Similarly, a search of the peer-reviewed literature turned up no quantgaiies of social
support and contraceptive use specific to Cambodia. However, qualitative data from a 2007
Population Services International report on contraceptive use highlight thecsigedf of social
support on contraception in CambotfidAccording to the report key social network members,

specifically husbands and elders, may contribute to a woman’s willingnesbibtyd@ obtain
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and properly use contraceptives. Moreover, this report hints at a potential differsocel
support depending on the parity of the wonTdre findings indicate that women perceive
contraceptives to be socially inappropriate to use while the woman is youngi@ $leé has

born at least 2 or 3 childréft

Social support is thought to operate through a number of theoretical frameworks. This
dissertation draws its theoretical basis from the concept of subjective moAmjen’s Theory of
Planned Behavior (TPB). This construct posits that an individual's actionsowibrm to

the perceived expectations of important referent groups within the persomlsreaaiork. This
conformity is based on a combination of both the individual’'s perceived behavioral expsctat

of the referent group (normative beliefs), as well as their motivation to contplyhese
expectations?* The TPB, along with its antecedent (the Theory of Reasoned Action), has been
applied in numerous previous studies on contraceptive use. These studies have found that
constructs from the TPB, such as subjective norms, help to explain between 16% and 64% of the
variance in intentions to use contraceptiGi:?°

The concept of subjective norms is particularly appropriate in a Cambodian sas@spect
for and, consequently, motivation to comply with referent groups such as elders¥ high.
Although this study is not specifically testing the theoretical constafdhe TPB, survey
measures and data interpretations were made in light of this theoretisaHeas studies have
looked at constructs from this model in relation to multiple modern methods of contacepti
the majority of TPB-based research has been around condom us&&Mast studies using

constructs from the TPB have also only looked at intention to use contraceptiveshieather
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actual use>****13%yrthermore, constructs are often represented by multiple individual items,
rather than a comprehensive factor that captures the latent concept of thectdnstine case of
subjective norms, studies do not always differentiate the sources of social symrmhb
particular actor (for example, peers vs. partner). Nor have any studiemeddhe way that

these associations may play out for women of low versus high parity. In tresirdé
programmatic application, it would be important to clearly distinguish each soyseeceived
social support in the target community and to understand the specific needs of women at

different levels of fertility.

Section 5 — Myths, Misconceptions and Barriers to Contraception in Cambodia

In addition to information on social support, the current body of contraceptive research in
Cambodia demonstrates a need for more in-depth knowledge on other factors imgluenci
women'’s contraceptive decisions. Although 98% of women report having knowledgeastat le
one type of modern contraceptive method, the main reason for nonuse of contraception among
women in Cambodia (aside from infertility) is health concerns (36Ph)s difference between
reported knowledge and continued fear of contraceptives indicates the presencpvaigsis

that may be hindering contraceptive use. Indeed, reports from government and nomgover
agencies within the country hint at the existence of rumor-generated feargrateptive

methods, a mistrust of contraceptive effectiveness and other potential unsesga becurring

in the nexus between a women'’s desire for family planning and actual wiizdtmodern
method<®** However, in-depth information on the misconceptions and barriers associdted wit

contraception in Cambodia are not available in the current peer-reviewet tégera
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Qualitative methods have previously been used to assess Cambodian women’sceeferen

and beliefs about contraceptives. In 1999, Sadana and Snow used focus group interviews to
ascertain women'’s experiences with and preferences for modern conwesEpthe results
showed that most women had a low level of knowledge about methods yet experienced a high
level of adverse side effects that often led to contraceptive discontinuatiostddysconcluded

that better access to a variety of methods and more information on their efisateeded;
however, these data were collected in 1994, during a time when family planningysogra
Cambodia were far less developed than they are today. No in-depth qualitativataof

women’s current experiences exists. Other studies on family planning in Carhbueditbcused
primarily on condom behaviors of commercial sex workers (CS{V3Results from these

studies show that CSWs greatly value the use of condoms with clients for disaesgipn, but

are less inclined to use an additional method to prevent pregnancy, due to fearsftdcisier

lack of availability.***The studies of CSWs, while more current than Sadana and Snow’s, focus
on populations that may be behaviorally and culturally disparate from the aGaadmdian
women of reproductive age. Thus, findings from these studies are not applicable tathes br

population of women.

Several studies in other international settings have examined misconceptionsnabloartriers

to contraceptive use through qualitative methods. These studies, which include poputations f
Turkey, Ghana, Egypt, India, Jordan, Latin America and the U.S., demonstrate theat often
hold exaggerated fears about pain, discomfort and long-term infertility atesberith side

effects of contraceptive us€**’Rumors of side effects are promulgated through women'’s

close social networks, and are often based on word-of-mouth rather than first-tauntsic
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Due to the reliance on interpersonal communication for contraceptive informabmen’s
knowledge of contraceptives may be superficial, and greater emphasis is needed on
deconstructing long-held cultural myths about contraceptive side effeutings have also
shown that women may lack the ability to communicate with partners and peleivas
barriers to accessing methdd$**Although qualitative examinations of contraceptive
behaviors have been performed in previous studies, gaps in the literature remdiiicabpea
forum on contraceptive continuation issues held by several international faamtyin
organizations in 2005 found that more qualitative research is needed to understand the
differences between users, discontinuers and non-users of methods in order to identify

appropriate intervention strategies for increasing continuous contraceptit’8 use

While the issues of misconceptions and barriers to contraceptive use have be&d éxpha
literature, no current data exist which examine these factors in the unggpuefc@ambodia.
Moreover, no current study, either in Cambodia or elsewhere, provides diffeoandiabeliefs
and experiences between women who are current users of contraceptives, those who have
discontinued use and those who have never used modern m&tAtidsugh non-users of
contraceptives are often the focus of family planning efforts, by incorporatrige¢as and
experiences of both users and non-users of contraceptives, we will be able torokttstand
why, given a similar set of contextual factors, some women use conivasegitectively and

others do not.
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Research Rationale

There is a significant gap in our understanding about the determinants of conteagepin
Cambodia. Though some information on factors associated with contraceptive useheithin t
country exists, no study has yet been conducted that takes into account thef stieizl

support and individual behavioral factors. Nor is there current in-depth information on other
barriers to use that may be perceived by women, such as misconceptions abowg&&leT bt
literature on these topics, conducted in other populations, shows the importance of measurin
these factors in relation to contraceptive use. Furthermore, in-country evauzitCambodian
family planning programs demonstrate a need for assessing determinanmsadeptive use
that go beyond traditional barriers such as knowledge and access. In lightiwitéteiesearch,
current data on contraceptive behaviors in Cambodia are needed to create a rplate com
understanding of factors affecting contraception. This information is not diplyhie
contributing new insights to this body of research, but is also particularlpgrrto the
development of targeted strategies to improve contraceptive accesaitditise among women

of reproductive age in Cambodia.

This dissertation takes a multi-faceted approach to examining the infllemeasl barriers to
contraceptive use in Cambodia. The dissertation is comprised of two originathegapers.
The first paper examines the association between such factors as socidl auppomen’s
individual contraception-related attitudes and abilities and the outcome ofcativa use, with
particular focus on the different effects among women of low versus high. ddréysecond
paper uses a qualitative approach to obtain in-depth insights into the misconceptions and

perceived barriers to contraceptive use among women of reproductive age in Gambodi

22



Specifically, the qualitative paper differentiates between charstatsrof current users of
modern methods, women who have discontinued use of a modern method and women who have

never used modern contraceptives.
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Chapter 3: The Role of Social support and Parity orContraceptive Use in

Cambodia (Paper 1)

As suggested by previous literature and in-country agency reports, social suppbé rekated
to a woman'’s choice to use modern contraceptive methods, and this may vary bglhar lev
parity. The purpose of this study is to examine the association between social angdpor
contraceptive use in Cambodia. Moreover, it will determine if and how the associdti@ehe
social support and current use is different by a woman’s current level of pamidings from
this study will not only help identify the specific social support that women ereradunting the
contraceptive decision-making process, but will also generate an understarttngtbese

forces change at different points during a woman'’s fertility.

Methods

The first paper of the dissertation uses data from the 2007 Population Servicegitmaln
(PSI) Reproductive Health study in rural Cambodia. | participated in the samgdesampling
design for this study during a research consultancy with PSI-Cambodia imthees of 2007.
The original study was aimed at establishing a baseline dataset of eptiteadehaviors and
determinants in two rural provinces in Cambodia. This study will use items froRStih&urvey

to examine social support on current contraceptive use.



Study Population

The target group for this study was adult females who were 1) betweagethefd 5 and 49; 2)
currently married; 3) sexually active (in the last 12 months); and 4) who wish yofalelee
pregnancy for at least one year. The choice was made to limit the studytioopual#his manner
both because the majority of sex in Cambodia takes place within the marital unioscand al
because a woman who wishes to delay/prevent future births is most likely to be usingext
of contraception. Individuals were sampled from two diverse provinces of CambodipoKg
Thom province in the North and Kampot province in the South. The populations of these two
provinces are largely rural and poor, and have educational, health utilization, wealth a
employment characteristics that are similar to much of the rest of Caan(faglire 1). These
provinces also have some of the highest risk of maternal mortality and other ebiomdic
related to mistimed/unwanted birth, and were thus strategically chosen fdata®bllection

and program implementatidn.

Sampling, Instrumentation, Procedure

A representative sample of the target population was taken using a twaistéifjed sample

design. The first stage sampled towns within provinces, using probability propbiticnze.

The second stage sampled households within towns, starting at a randomly selectedchousehol
and using a constant interval to ensure an equal probability of selection per househadd ofA tot

15 households from each selected town were included. Information from the 1998 population
census was used to estimate geographic area and create the sammpénd drae eligible, the

woman had to be between 15-49 years old, be Cambodian, be a resident of the targeted province

be married and wish to delay birth for at least at the time of interview. Afestsng households
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to participate, eligibility of resident females for the first thregega (age, marital status, sexual
activity) in the house was determined through a household listing. If a womanteds$s
married, she was assumed to be sexually active. Women in the household who negtthnedir
criteria were then privately queried on their fertility preferencesteriane if they wished to
delay birth at the time of interview. Only one eligible participant fronh satected household
was interviewed. If more than one eligible woman resided in a sampled household, one
participant was selected randomly among all eligible women using thegkésmethod. A total
sample size of 750 eligible women was targeted in Kampot and Kampong Thom provinces,
based on calculations made for PSI programmatic purposes. Of these, 706 women were
successfully recruited for participation in the study, resulting in a 94%rmespate. A post-hoc
power analysis, performed to ensure that the final sample size is apprigrtate analysis,

resulted in a power of 0.92 (Appendix 1).

A structured questionnaire was used to collect data on items related to coiveacspand
perceived social support. The questionnaire was developed in English, translated iataakdéim
back-translated into English to ensure accuracy of the questions. The suneyisaner

administered to eligible respondents on an individual basis, using female wwteszie

Measures

To measure social support, several scaled items representing the pesoeigkdcceptability of
contraception among peers, partners and elders were used. These items captaresl wom
perceptions about support for contraceptive use related to each social groupabetbk ¢

partners, items related to communication and decision-making were also inclutigem#\
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were measured on a four point scale ranging from strongly agree to stisagiyee. For parity,
women were classified as having “low” (two children or fewer, including nadr&m) vs. “high”
(3 or more children) parity. This cut off was chosen based on distribution of births immpie sa

and the current desired fertility level in Cambodia, which is less than’three.

The outcome variable in this model is a yes/no item that measures curreateptie use. A
positive response was recorded if the participant was using any form of modeateptive at
the time of the survey. Modern methods included male or female sterilizationjlyhieatlanonal
pill, intrauterine device (IUD), hormonal injection, hormonal implants or condoms. Daptog
control variables such as age (in single years), education and socio-ecetatus{SES) were
also measured. Educational attainment was defined as a categorical outfteatieg no

education, primary education or secondary (or higher) education.

It should be noted that the sample was specifically targeted to be poor and rural, 8ue to P
program needs. However, to account for possible variation of resources withims$lificdtion,
several items related to household commodities (including such items as ladisiaie, mobile
phone, gas cooker, refrigerator, bicycle, motorcycle, etc.) were collectedexhtbutevelop a
measure of SES through principal components andffsi$ie Filmer and Pritchett procedure
for principal components analysis yielded standardized factor coeffsgergs that were then
multiplied by the indicator values to create a household SES index score. Onigttfaector
produced from this procedure is used to represent the SES index. The resulting indies quinti

were then collapsed to reflect low (first and second quintile), medium (third arid éuimtile)
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and high (fifth quintile) socioeconomic status. This re-categorization sclsstnenmonly used

in 3-level categorization of SES scorés.

Analytic Approach

In the first part of the analysis, logistic regression analyses wedetaisneasure the association
between each social support item individually and current contraceptieentselling for key
demographic factors. These regression models were run first with the emjnie, sand then
stratified by low vs. high parity level. Each model was adjusted for womgea;ducation level

and socioeconomic status. The full model also controlled for parity.

In the second part of the analysis, multivariate logistic regression wasouseaaimine the
association of all the social support items with contraceptive use. Four sets of meetun,
each for the full sample, the low parity subjects and the high parity subjects:stiheoidel
included any partner social support item that was significant in the earhérses. The second
model measured all peer social support items that were significantiar eggressions. In the
third model, all elder support items that were significant in earlier seslyere included.
Finally, a full model, including all social support items that were significaaarlier analyses,
was run. All regression models controlled for woman’s age, education, socioecatatus
and, in the case of the full sample, parity. There were no missing data on anyardbges

used in the analyses.
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Results
Characteristics of Study Population
Table 2 presents the basic demographic characteristics of the study. Sempieean age
of the women was 32.7 years, with a fairly equal distribution between the Sggegroaips.
Among this economically depressed sample, the majority of households (57.8%)assifeed
as being in the middle range of household commodities (termed “SES” here), wizaredho
the overall assets of the sample group. Most women had at least some primarpreducati
(63.8%), while 12.8% had no formal schooling. The mean number of children in this sample is
1.6, with the distribution of “low” to “high” parity women (those who had 2 or fewer children vs

those who had 3 or more at the time of interview) being 47.6% to 52.4%, respectively.

Current use of modern contraceptives in the overall sample is 42.5%; however, current
contraceptive use is significantly higher among the high-parity groaprapared to the low-
parity group (46.2% vs. 38.4%, p<0.05). The survey also captured women'’s knowledge of
contraceptives, as well as the perceived availability of methods. Thsreamy little variation in
these variables, with nearly all women reporting high levels of knowledge ofmmedthods
and a high belief that methods are available when needed. Over 92% of the samgdietovi
either limit or space child birth for at least two years, and all women irathple reported that

it was important to prevent pregnancy at the time of interview.
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Associations between Each Social Support Area Contraceptive Use

Husbands

The adjusted odds ratios of contraceptive use by each social support factesanégarin Table

3. These data show results both for the overall sample, and stratified by paupy Of the five

items measuring partner support, three bore a significant associatiorontithoeptive use in

the overall sample. Women who agreed with the statement “Husband thinks it is a gdod idea
you to use a birth spacing method” were nearly three times as likely tacas&raceptive

method than those who disagreed (OR: 2.76; p<0.001), controlling for key demographic factors.
Those who agreed that the “husband is the one who makes the final decision about bigh spacin
or “feel nervous about discussing birth spacing with the husband” were signifieastijkiely

to use contraceptives than women who disagreed with these statements (OR: 0.50, p<0.001;
0.60, p<0.01, respectively). For low-parity women, having the husband think birth spacing is a
good idea was related to increased use, while feeling nervous about discussing @irthvsipia

the husband was related to decreased contraceptive use (OR: 2.48, p<0.05; OR: 0.55, p<0.05,
respectively). The relationship of the husband support statements to contracepfveigge

parity women echoed those relationships found among the overall population. Husband’s support
of birth spacing and encouragement to use birth spacing methods were notetsathatctual

use for any of the sample groups.

Peers
Only two of the peer support statements were significantly related t@ceptive use
controlling for key demographic factors (Table 3). First, among the full gampimen who

reported receiving encouragement to use birth spacing methods from peers wener44%
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likely to use contraceptives than those who did not receive encouragement. Also, among low-
parity women, those who agreed with the statement “Most couples you know have usied a bi
spacing method” were almost four times as likely to use contraceptives thaadibywwomen

who disagreed with the statement. None of the peer support statements waoasttynrelated

to contraceptive use in the case of high-parity women.

Elders

Table 3 also presents the results of elder support on contraceptive use controkeyg for
demographic factors. Women in the full sample who agreed that “Elders in yoonucaiy

think young women should not use birth spacing methods” or “If an elder says not to tike a bi
spacing method, you should not use it” had a significantly lower odds of contraceptthiamuse
women who disagreed with these statements (OR: 0.70, p<0.05; OR: 0.62, p<0.05, respectively).
These statements were similarly important for high-parity women (OR: 0.52, p&IR0D,.54,

p<0.05, respectively), whereas for low-parity women, none of the elder suppemiestét were

significantly related to contraceptive use.

Multivariate Effects of Social support on Contraceptive Use

Tables 4, 5 and 6 present findings from multivariate regression models of social supgort. E
table contains the four models of social support outlined in the methods section; Talskendspre
the results for the full sample, Table 5 presents the results for the lowypanitgn, and Table 6
presents the results for the high-parity women. Examining the results inathisemwill allow

for comparison of social support factors which are important overall, and those which a

important specifically for low vs. high parity women.
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Social support for All Women

Table 4 presents the multivariate regressions results for the full sampdenainwThe first three
models incorporate all the significant items found in the models presented ir3Tableach

social support group. These results show that even when controlling for the variousitems

each group and controlling for socio-demographic characteristics, théasissscwith

contraceptive use remained largely intact. The one exception was theestatElders in your
community think young women should not use birth spacing methods”, for which the association

diminished when included in the same model as the other elder item (“elder says rbt to us

The fourth model in Table 4 combines all of the significant social support items into one
regression, adjusting for individual characteristics. This model demosdiinatsupremacy of

the husband when measuring multiple correlates with a woman’s contraceptivehdhatie

full model, the effect of each social support item related to the husband on contraceptive
increased when compared to the individual model. Most notably, the item which measures
husband'’s positive attitude (“good idea”) towards methods increased from an odds of 2.67(p-
value<0.01) to an odds of 3.39(p-value< 0.001). At the same time, the effect of peer
encouragement on contraceptive use reduced from a significant odds of 1.43 (p<0.05) in the
individual model to a non-significant measure in the full model. The effect of one déiére e
items (“elder says not to use”) increased marginally in the full model, droodds of 0.66 (p-
value<0.05) to an odds of 0.53 (p-value<0.01). Interaction models were run for all sociat suppor

terms in the full model, however none were significant.
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In terms of socio-demographic characteristics and contraceptive useyénerstrong positive
associations with primary education (but not for secondary education), higheoleS&s and

higher number of children among the full sample of women.

Social support for Low-Parity Women

Table 5 presents the multivariate regression models restricted to lowypaniten. Unlike in the

full sample, only a few social support items were significant in the lfireetmodels. In the
separate social support models, husbands attitude towards methods (“good idea”) aadchpeer
around method use (“most couples you know”) were associated with a significantigsed
likelihood of contraceptive use (OR: 2.21, p-value<0.05; OR: 3.46, p-value<0.05, respectively),
while apprehension about communication with the husband (“feel nervous”) decreased the
likelihood of contraceptive use (OR: 0.59, p-value<0.05). In model 3, neither of the eluer ite

was significant.

Model 4 in Table 5 shows that while elders and husbands have important associations with
contraceptive use, peer norms may have the most notable effect on women of kavinptret

full model, including all social support and demographic items, women who perceiveastat
couples used birth spacing methods were almost four and a half times as likeln tonagern
method as women who disagreed with the statement (OR: 4.42, p-value<0.05). The husband’s
attitude towards methods (“good idea”) still had a considerable effect on htywypamen’s
contraceptive use, as did a woman'’s ability to communicate (“feel nervous”) abthdds with

the husband (OR:3.23, p-value<0.01; 0.60, p-value<0.05, respectively). Interestingliethe ef

of elder’'s admonishment of methods (“elder says not to use”) became signifidaatull
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model; women who agreed with the statement were only half as likely to use methbdse

who did not agree (OR: 0.53, p-value<0.05).

Higher levels of SES were positively related to contraceptive use, whilendgelacation had

no significant effect on contraceptive use among low-parity women.

Social support for High-Parity Women

Table 6 contains results of the multivariate models of contraceptive use amoipghigh

women. In the first three models, which measure the relationship of each sogmkgparately,
the husband and elders had the largest effect on contraceptive use. In model 1, a husband’s
positive attitude towards methods led to more than twice the likelihood of using eptitras
(OR:2.52, p-value<0.05), whereas women who reported that the husband is the final decision
maker about birth spacing were significantly less likely to use a method than wdrmen w
disagreed with this statement (OR: 0.31, p-value<0.001). Model 3 also showed significant
relationships between both elder support statements and contraceptive use ngeacegative
elder attitude towards contraceptive use (“elders in your community think”) & dlee to an
elder’s rejection of methods (“if an elder says not to use”) both led to deti@dde of
contraceptive use (OR: 0.55, p-value<0.01; OR: 0.59, p-value<0.05, respectively). The peer

support items were not significantly related to contraceptive use among highaganen.

The full social support model for high parity women (model 4 of Table 6) shows a stroetg affe

of husbands on contraceptive use. When combined with other dimensions of support and

adjusted for socio-demographic factors, perceiving that the husband has a posude att
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towards methods (“good idea”) is associated with a more than three-foldsmandiéelihood of
using methods. In the full model, apprehension regarding communication about metholle with t
husband leads to a decrease in odds of using methods (OR:0.61, p-value<0.05). In contrast to
both the full model and the low-parity sample, husband’s decision-making powemftyr fa
planning had a strong negative effect on contraceptive use; women who reported that the
“husband is the one who makes the final decision about birth spacing use” wereasigyifess
likely to use contraceptives than other women, even when controlling for all othérssipgart

and demographic factors. In model 4, women who agreed that “if an elder s&ysiseta birth
spacing method, you should not use it” were only half as likely to use contraceptivgs-as

parity women who did not agree with the statement.

For high-parity women, none of the socio-demographic factors in the multivaroatels were

significantly associated with contraceptive use,

Discussion

This study is the first to examine the role of social support on women’s contvacagi in
Cambodia. Furthermore, it is the first in any setting to explore the diff@ressociations

between social support and method use at different stages of fertility. CEmé¢ decade of
development in Cambodia has fostered significant increases in access y@fanming

services, but reported rates of unmet need for contraceptives remalriThigtstudy confirms

that knowledge of contraceptives and perceived availability of methods among this popsilation i
high, and further, identifies social support of husbands, peers and elders as mtsirtantrs

associated with contraceptive use. These findings are especially pdsgoaose the sample is
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concentrated on poor, rural women, who are most vulnerable to unmet contraceptiie héed.
1.72.80 Moreover, even when controlling for key socio-demographic charactesstibsas

education, age and SES, social support had a large and significant effect on modern method use

Findings indicate that husbands, peers and elders all bear weight upon the contrabeptes

of women. Furthermore, these effects vary for women of high versus low. fdhgn a

husband’s support for methods is positive, contraception increases; conversely, whema woma
feels nervous about communicating with her husband or has little contraceptiverdewging
power, the likelihood of contraceptive use diminishes. Elders’ negative opinions about
contraception also decrease women'’s use of modern methods through the mechanism of
deference. In a culture such as Cambodia’s, where elders’ viewpointslayeragarded, their
negative attitudes towards contraception can pose a significant barrier tdkisally, although

the peers are important in some circumstances (such as with low-parignyvaheir overall
relationship to contraceptive use in the full sample is minor when compared to theooihér
groups.

In addition to exploring the association between social support and contraceptive wedthis
isolated the effect of this relationship for women of different parities. iitiest were found that
examined parity and social support and contraceptive use, though evidence points ¢p varyin
family planning needs for women at different stages of their fertliys shown here, the

support of partners, peers and elders can have varying association on women’s civettassspt
depending on whether she has had few or many children. For low parity women, a husband’s
positive attitude towards methods and ease of communication with the husband armkeysele

in predicting contraceptive use. Peers also have a notable effect on coiveasspin this
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group; if a woman perceives that most others in her community are using modern mé#nods, s
too is more likely to use them, indicating the normative power of peers over contmacept
high-parity women, husband’s support and communication are important; however notps g
when decision-making power is left to the husband, the likelihood of method use vastly
decreases. Both groups are equally susceptible to elders’ negative opinions albacectve:

use.

There are several limitations to this study. First, due to the crosersgaesign, the causal
direction of the relationships between social support and contraceptive use cannanbieethte
Next, there are only a small number of items for each of the three social sigtegaries; it is
possible that more numerous or further refined measures could improve our undersihtiging
relationships between social support and contraceptive use. The concentrationopteensa
poor rural women in Cambodia also limits the generalizability of the findings. Howthise
sample is representative of the most vulnerable population in this country and the group for
which such research would be most beneficial. Furthermore, this setting reiayilae to other
developing country settings where social dynamics play a strong rolaneni® contraceptive

decision-making, rendering the findings useful in a multitude of other situations.

Final conclusions for both papers are located in the last chapter.
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Chapter 4: “If we can endure, we continue”: Undersanding Differences
between Users, Discontinuers and Non-Users of Coateptive Methods in

Cambodia (Paper 2)

The second paper of the dissertation uses qualitative in-depth and focus gnvigaate®

investigate the context in which contraceptive use among women of reproductiie age

Cambodia occurs. These interviews were originally conducted by PSI ad {heeir

reproductive health research efforts. The questions asked in these intervievdesigned to fill

gaps in knowledge about women’s perceptions of contraceptives and their laaudlidéx®osts to
contraceptive use. Data from these qualitative interviews are used to eydeived issues

around contraceptive use in this population. Specifically, the analysis focusediffetieaces

between women who use contraceptives, women who discontinued contraceptive use and women

who have never used a modern method of contraception.

A qualitative research approach is well-suited for exploring the itgrisaue of misconceptions
and barriers to contraceptive use. Qualitative methods allow for a free-forstigiati®n into
topic areas for which there is little prior knowledge. They are also usefutdorieing sensitive
issues, such as sexual behavior and contraceptive prefétémbes approach is particularly
useful in the context of Cambodian society, where open discussion of sexuality aligultur

inappropriate and research related to sex can be difffcult.



Study Population

To understand the complexity of factors contributing to and inhibiting use of conivacept
methods, participants from three types of user groups — Continuer, DiscontinuesrandeX -

were recruited to participate in focus group discussions and in-depth intecardiscted by the
international social marketing group, Population Services Internationgl [F&lwomen were
divided into these groups in order to be able to focus discussions around the specific beliefs and

behavioral characteristics of each type of contraceptive “user” (or nopassthe case may be).

Continuers are defined as women who report that they currently use hormonal methods to
prevent pregnancy, have been using the hormonal method continuously for two years or more
and intend to continue using the methods to prevent pregnancy; Discontinuers are women who
have previously used a hormonal method of contraception, report discontinuation in the last
three months and have not switched to another method; and Non-users are classdredras w
who know of but have never used any form of hormonal contraception or condoms. All women
in the study reported a desire to prevent further births or delay future birtiddast two years.
Women fitting each category were recruited from both rural and urban areasaf province

(Fig 1). This province was chosen for having both urban and rural populations and having a
diversity of women in terms of education, wealth, contraceptive knowledge and health ca

utilization.

Sampling, Instrumentation and Procedure

A non-probability, purposive sample of the target women living ialrand urban Pursat

province was taken using a variety of recruitment methods. Pariisi were targeted in rural
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and urban areas by distributing flyers in private and public heatifcgl In addition, small
grocery sellers were approached and asked to display reentithers in their shops. A phone
number was provided on the fliers asking interested candidates to Bt®I@ambodia’s
Strategic Information Department if they were interestegbarticipating. Field coordinators
screened people on the phone to ensure that they met eligibilégiacrWhen possible, health
care providers also confirmed the participant’s eligibility throogiitact with field coordinators.
Known contraceptive users in rural villages were individually recruited fromhbmes, using a
list of all users in the village identified by local healthree workers. Using the snowball
technique, women were also asked to suggest other women for reotuitto the study. All
techniques were applied for recruiting participants to both focus group discussiondigiciial

interviews.

Focus groups and individual interviews were held over the course oabkessks in December
2006. All discussions were held in private rooms and tape recordedcdoraay. In-depth
interviews were conducted one-on-one, while focus groups had one leadatood@derd two
note-takers. The focus groups were divided by type of user, withssssion containing only
those women from a specific user group (Continuer, Discontinuer or Non-uisalepth
interviews were also conducted among an assortment of user tgpeddth rural and urban
areas. Interviews were carried out until saturation of theroesrred. This resulted in a total of
seven focus groups and fourteen in-depth interviews (Table 7). Recofingsll interviews
were later transcribed in the original Khmer and translatedEnglish by members of the PSI

gualitative research team.
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Interview guides with open-ended questions were used to address &eyetapics related to
women'’s experiences with and impressions of modern contraceptioeseiivere asked about
their desire for birth spacing methods and about their perceptionsoificpeethods in terms of
both effectiveness and side effects. Women were specificallyedron the sources of these
impressions (i.e., rumors, personal experiences, etc.). Questions vatimo$, decision-making
and perceived barriers to and support for contraceptive use wermeluded. Finally, specific
guestions relating to contraceptive experiences were includeadbrtgpe of user. Continuers
were asked about their experiences with side effects, and theatiawts for contraceptive
continuation. Discontinuers were also probed on their experiences withaapttves and were
asked about their decision to abandon previous methods. Non-users were atiaor&be upon

their reasons for rejecting the use of contraceptives, despite theirtded@lay births.

Data Analysis

The content of the interview transcripts were analyzed using NVouaditative analysis
software. Preliminary analysis involved the reading and descrigtiopen”) coding of
transcripts. These descriptive codes were then thematicallzadaand arranged into a smaller
set of broader themes which capture the main topics emenging the data. As there is a
preconceived set of interest areas in this research, a dedisttioé codes (such as “rumors,”
“fears,” “barriers,” etc) were used as a general guide tier dnalytic approach. However,
inductive coding was used to allow for themes and patterns to ermergghe data that are

representative of the women’s true experiefice.
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The frequency with which the themes were reported in each “user” grouamadyzed using
matrix coding. This procedure helped clarify which themes emerge consistansyg all groups
and which are idiosyncratic to each type of user. Comparisons were maddlaeifferent
types of users (Continuer, Discontinuer or Non-user), with respect to the emergess.thiéhe
analytic process was an iterative one wherein formation of themes and ldtenships
emerged as the analysis proceetdndings were verified with in-country staff to ensure

accurate representation of the data.

Results

The issue of contraceptive use among women in Cambodia is a complex and meki-6aeet
The findings are organized to reflect the various dynamics that encourdigeaurage the
uptake and continuation of modern birth spacing methods in this setting (Table 8). Tingsfindi
follow the sections of Table 8 and provide information on 1) knowledge and perceptions of
contraceptive methods; 2) barriers to method initiation; 3) barrier to method cetintnda
catalysts for continuation; 5) the role of others in women’s use and, finally; @eprofithe
different contraceptive user types. This final section identifies clegustats of continuous users
that may contribute to their success and defines the specific group attrdngash of the user

types.

It should be noted that all participants expressed a desire to limit or spadetat least two
years. They also all identified a myriad of reasons for wanting to do so inclbheaith benefits
for mother and child, improved economic status for the whole family and achieviagpge

fertility desires.
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Knowledge and Perceptions of Contraceptive Methods

Knowledge of Methods

Women'’s baseline knowledge of contraceptive methods was assessed at the outset of the
interviews and focus group discussions. When asked about their awareness af specifi
contraceptive methods, the majority of respondents were able to spontaneousiy ident

numerous modern methods, including the hormonal pill, condoms, the monthly pill, injection and
intrauterine devices (IUD). Not surprisingly, women in the Continuer and Discongnugps
exhibited the highest levels of knowledge on all types of methods, while Nawuser less

familiar with method names and often confused IUD and implants with each other.

Women were also asked about their belief in and use of traditional methods ofejutidrac
Most women dismissed traditional approaches to birth spacing, such as withdragalobr
traditional Khmer herbs, as being outmoded and ineffective. However, women in thesé&ton-
group could describe more types of traditional methods and reported more actual use of

traditional methods than women in the other two groups.
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Perceived Short and Long-term Side Effects
Participants in both the focus group and in-depth interviews shared numerous misconceptions
about the consequences of contraceptive method use. The myths and misconceptions
surrounding modern birth spacing methods centered almost entirely around side sffeetsf
which were valid clinical effects and others that were exaggerated rumthiseafith. Though
some women (in the Continuer and Discontinuer groups) reported experiencing re#keside
— such as headaches, dizziness, nausea, bleeding, weight gain and vaginal dis¢hartpe
belief in perceived side effects that fuel overall concern, particularbng Non-users and
Discontinuers. “Infertility”, “blood clotting”, extreme “hemorrhaginghdtness in the chest”
and “tumors” were all viewed as potential “real” side effects to method usenew/were
particularly concerned with rumored long-term harm such as cancer antityrfert

“We will have abdominal tumor and can’t be cured if we use [hormonal methods]

for long time.”— Discontinuer

“I have heard them say that if we use these medicines, [afterwards when] we

want to have a baby, it's difficult. Some people who used these medicines can’t

have a baby forevér Non-user
As a result of this fear, particularly of long-term effects, the commenanception that a
woman should not use a modern method until she has already given birth or until she is older
abounds in all groups. The role of this “fear” in contraceptive decision-makinghsr

explored in subsequent sections.
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Perceptions of Specific Contraceptive Method Types
After identifying specific contraceptive method types, women were asked aboyterceptions
of the daily hormonal pill, hormonal injections, IUDs and hormonal implants. All groups
demonstrated knowledge of and trust in both the daily pill and hormonal injections. These two
methods were by far the most familiar and popular in the women’s communitigsipBats in
all groups viewed pills and injections as being easy to find, affordable, readilgble,
convenient to use and good for the health:

“If we want to use [the pill] we can buy it...it's not expensive Discontinuer

“[The advantage of the pill or injection is] good health, it does not hurt the body,

our health is good™ Continuer
On the other hand, women did acknowledge drawbacks to each of these methods, ranging from
minor side effects such as vaginal discharge and spotting with the pill toveerestreme side
effects such as tumors and infertility (with injections) injection. Intamdisome viewed the
daily pill as being less effective because it is “easy to forget,” vafilers feared the short-term

irreversibility of injection methods.

Unlike with pills and injections, there was substantial fear and ignorancelalsiand
implants, particularly in the Discontinuer and Non-user groups. Many of themwere not
familiar with the 1UD or did not have proper knowledge of how an IUD works:

“We've never heard about IUD, and never have seenr-ilNon-user
Participants also held strong misconceptions about the side effects of thehldb ranged
from irritation of the uterus and long-term risk of cancer, to far-fetched migthg #JD’s

interference with subsequent births:
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“The bad point, | say that IUD when used affects the uterus. Irritated uterus
becomes vaginal discharge and cancerDiscontinuer
“Sometimes we can have the fetus with the IUD...[a woman | knew] had a pain in
her stomach...When she went to check, the doctor said the fetus [was] holding the
IUD!" - Continuer
Furthermore, women (particularly those sampled from rural areas belfateghtIUD is not an
appropriate method for those who engage in physical labor. In particular, there was a
misconception that heavy labor can lead to the IUD “falling out” and that only urbesatthy
women should use this method:
“IUD is only for people who don’'t work much or carry heavy things, [it is for]
comfortable people. They can use it forever. But it also brings side effect like
cancer” -Discontinuer
Knowledge of the hormonal implant is only slightly higher than the IUD and #tlead is often
confused with the IUD in the Non-user and Discontinuer groups:
“I have never known anyone who uses implanDiscontinuer
For those who are familiar with the method, there is still a strong fear @iypsicside
effects and a belief that it can “wither” the arm or cause obscuresdisasich as polio.
Implants are also one of the least trusted methods and get a similar tresgiéDs:
“The group that | don’t trust, I'm afraid of are IUD and implant”Non-user
“I worry about IUD and Implant. | dare not use them-"Non-user
Although condoms were reported to be widely available and effective for “preyestiinom

diseases” (Non-user), the use of condoms within the marital relationship wapgndteed for
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some women. Participants described condoms as a method primarily utilized dxnmiths
commercial sex workers, making their use within the marital relationship oyamde:
“My husband said that if he used condom with me | may say something. He may
use it with other girls outside but it's useless to use with his wifdlon-user
The use of condoms in this population was further complicated by the perceived sitteasite
relative ineffectiveness of condoms as compared to other methods. Women repdntethatyt
condom use can lead to swelling of the uterine lining (endometritis) and cancer:
“We fear that when using condom our uterus brakes down and we will haveetrilem
It'll become cancer”— Discontinuer
Furthermore, women complained that condoms are not a reliable method of birtlg.spacin
Participants viewed condoms as having a high failure rate and being ivefflectpregnancy
prevention. Specifically, women expressed concerns about condoms’ vulnerability to
malfunctions such as breakage or piercing:
“Condom is not robust, it can pierce sometimes. It's really hardjusteput it and don’t
know if it is pierced or not"- Non-user
Though some patrticipants did report experience with condoms, they were amongtthe leas

preferred methods available.

Sources of Method Misconceptions

Myths and misconceptions about contraceptive methods are wide-spread among fpargartic
and such rumors are propagated through key players in their social networks. Thepodanim
source of these myths, in terms of both frequency and influence, are the eldiens ckh be

direct family members or older individuals within the community that offer mé&bion and
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advice. Their warnings against the use of contraceptives echo the fearepfgubride effects
and long-term damage to fertility that many of the participants mention:
“Elders said that we would be ill after the injection that we could not know in
advance...They said that we would have tumor in abdomen, big- b&llyfi-user
“[Elders] said that when we were young and use [hormonal injection], we would
ruin ourselves” -Discontinuer
Elders also put particular emphasis on the notion of an appropriate time and age at which
woman should begin using contraceptives. Women reported that elders often advisg delayin
method use until after the birth of at least two children or until the woman is overr8®fea
age:
“The elders said that | should not use [contraceptives]... Wait until | have 2 or 3
children, then use it.- Discontinuer
“[Elders] always said in young age we are not allowed to use [hormonal
methods] so | waited ‘til | was old enough. [We] should be older than-30.”
Continuer
In addition to elders, other women in the community, such as peers or femalesekerved to
generate and reinforce pre-existing suspicions of methods. These women oftegirhaalrt
negative experiences with hormonal contraceptives, which they then relayed toitheapast
Hearing about others’ adverse experiences with side effects intdrnmafigcipants’ own fear of
methods and made the prospect of method use all but impossible for some women: :
“My cousin said that the injection didn't suit her and she had fever. Thus, | feel

afraid when | heard she said like this.Non-user
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Whether these unfavorable experiences with side effects were viestduaind by a participant
or relayed through others seems less relevant than the actual transnfisscmiaformation.
The rumor of side effects was powerful enough, on its own, to create truestrmeethod use
for some women:

“When people who use methods [tell me about the side effects], how can | dare

use it?— Non-user
These rumors, regardless of source, seem to have particular sway over teeNgroup.
Discontinuers are also susceptible to rumors of myths/misconceptions, thougxpleeience
with methods renders them slightly more knowledgeable about the differen@ebetwth and
reality. Continuers are by far the least prone to believing rumors about hormdhatiser
having glaring misconceptions of their effect, though they were able to idantifsgramyths to
those presented by the other two groups. It should be noted that many Continuersgas well
Discontinuers) had given birth to at least one child before starting a methodstsugteat there

are some pervasive social norms dictating the appropriate timing of method use.

Barriers to Initiation of Hormonal Methods
Fear of Methods
The barriers to initiation of hormonal methods, while complex and intertwined, have toostly
do with fearof real and perceived side effects of methods:
“We dare not [use methods] because we've heard people talked about its side

effects”— Non-user
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These fears often stem from rumors spread among women from elders, familyrenantbe
other women who may or may not have used methods themselves. Fears are pasticrigrly
for perceived side effects such as cancer, infertility and hemorrhage
“People said... that [the pill] causes headache, dizzy, trembling chest. Some
people want to delay but they don’t dare to go, they’re afraid of bleeding, these
kind of things. They are not afraid of anything beside health affection, women are
afraid of the inside body affection”’Non-user
“Sometime they are afraid that they will be like the rumor... Like me; they saw me
sick and they did not dare. They are very afraid Discontinuer
The idea of “fear” in this context is not simply one of timidity or resermatiait rather
represents a true and deep-seated trepidation that effectively inhibite thienusthods.
For some, defeating this fear is the key to ensuring contraceptive use amenghbos
wish to delay or limit births:
“They are afraid. They fear that their health and body worsen when they use
[methods] for long period. If they are not afraid, they would use
[contraceptives].”— Discontinuer
Participants’ fear of side effects went beyond the mere experiencen@rmhencompassed the
economic repercussions that method-related illness could cause. Women,goriictthe Non-
user group, feared the medical costs associated with treating potenteffsate This concern
was particularly amplified for those who already suffered from a lackasfaguic resources.
Women were conveyed apprehension at the idea of being unable to work or worsening their

family’s financial position due to illness:,
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Interviewer:*What are you afraid of?”

Respondent:lliness of course. We're poor without money or anything, so we're

afraid [of side effects]”— Non-user

“I'm not sick and if | get injection and lose weight I'll have to look after myself

and lose time. It's even more difficult and my family situation is even werse”.

Non-user
As mentioned, the fear of method use stemmed from misconceptions of contracgpisreded
by rumors. In some cases, the predominance of these rumors over women’s coveracepti
decision-making occurred due to an absence of appropriate, accurate irorabatit methods.
Many women in the Non-user and Discontinuer groups expressed fear of method asea due t
lack of adequate information. As one participant explained

“If I know the information surely, | won't fear anymore. Although | haven't got

any exact information yet- Non-user
Social Network Barriers
Prevailing negative norms within a women’s social networks adversely impactedbilityeof
some to initiate contraceptive methods. This was particularly true amamgders, many of
whom indicated that influential individuals in their networks, including family meslbemale
peers and elders actively discouraged contraceptive uptake. In addition weprgpa
misconceptions about methods and dampening enthusiasm for their use (as discussed above)
family members at times expressly proscribed the use of contraceptvesnke, this
prohibition was the determining factor in their failure to initiate method use:

“l want [to use a hormonal method], but my mother doesn’t allow meNon-

user
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For others, the fear generated by rumors proved insurmountable, ultimategtpre
initiation even among when interest in spacing or limiting births with modern methods
was high:
“I want to get injection, but | dare not because | heard [from other women] that |
would be ill.” — Discontinuer
All women emphasized the importance of husbands in choosing and using a method, but some,
especially in the Non-user group, noted that husbands can pose an obstacle to contraception.
Participants mentioned that husbands are not only involved in contraceptive decisiog-makin
but their approval of methods is integral to subsequent initiation:
“My husband and | must agree together, and then I'd uséDiscontinuer
Consequently, a prominent barrier to initiation among the Non-user group was hagbahd’s
support for contraception. Despite a woman’s own expressed desire to employ metterisim
contraception was reportedly elusive in cases where husbands were not anoeunsdale t
“Some people wanted to use [a method] but their partner didn’t want to-use”
Non-user
Reasons for husbands’ refusal to support contraception pertained either tg (eetilithe
husband preferred to have more children rather than space or limit) or to men’s of fea
methods. Some participants reported that their husband’s belief in and fear ofesitteceéated
an unfavorable atmosphere for contraceptive use. Husbands in some cases warmedfwome
potential side effects and served to generate fear of methods. This faamn, nesulted in
resolute disapproval and sanctioning of method use within the marital union:
“My husband says that I'll bring trouble to myself [if | use methods], when I'm not

sick at all’. — Non-user

52



“For those who don’t use, sometimes they fear and sometime their husbands
don’t use, their husband afraid of health damage, their husband not allow to

use.”— Discontinuer (referring to Non-users)

Lack of “Courage”
Women also revealed a “lack of courage” or lack of confidence to initiate horimdhaspacing
methods. Some participants did not feel confident about their knowledge of methods and even
less so about their ability to obtain and use contraceptives. Women expressed aplkadicolf
“courage” to overcome the fear they felt about perceived side effects of methods
Interviewer: “Why you don't go get injection?”
Respondent: “Because | don't have the courage... | feel afraid when | heard
[about side effects].” Non-user
The lack of confidence or courage about methods was attributed in part to a lack cditigiorm
or knowledge of contraception. Women expressed that without information they woultlieonti
to fear side effects and would not have the ability to properly use methods.
Interviewer: “You don't have the courage means you still have wondered?”
Respondent: “Yes, | still have. When | decided to use birth spacing I'm still afraid
because I'm still not sure about the informatiorDiscontinuer
The role of information in conquering fears and fostering contraceptive ssepeeifically
pertinent to the Non-user group, which had a lower baseline of contraceptive krmvAsdme

participant poignantly declared in the midst of an interview:
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“Now after I've known about birth spacing and the education | got from you (the
interviewer), | am not afraid any more. | will have injection as soon as | have

menstruation.” -Non-user

Lack of Access to Formal Health Care Providers
Non-users reported little interaction with formal health providers ragguaintraception.
Overall use of formal health care was low for this group and the few who had atiempt
consult a doctor for method use had been unsuccessful due to issues of timing (i.e., not the right
time to start a method):

“When someone asked who would like to use birth spacing, | said that | really

want to. | went to health center two or three time already, but doctor told me that

| haven't had my menstruation yet.’Nen-user
Based on the available data, it was not possible to determine whether theny fedi®wa-up on
these conversations at later visits or if return visits to providers werenade. However, for
some, interaction with a health care provider was still not sufficient in overgdhe fears that
bar initiation of contraceptive use:

“l often go to health center and see people use injection, but | dare not use it and

only watch them™ Non-user

Barriers to Continuation of Hormonal Methods
Experience of Side Effects
For women who were able to initiate use, the experience of real side eféattdca substantial

barrier to continuing the method. Many Discontinuers abandoned their contracegtihcd
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because it caused symptoms such as irregular bleeding, headache, dizzinesghagadnweThe
discomfort and pain of side effects were often cited as the primary reason ¢mtidisation.
Furthermore, many Discontinuers would have continued use if symptoms wereschheégr.
“I felt uncomfortable when I injected. | had body trembling so | gave 4p.”
Discontinuer
“If I had not been ill, I wouldn't have stopped Discontinuer
Along with the discomfort, some reported that their side effects preventedrtmarworking
and, thus, method use could not be sustained:
“When | used [the pill] | had headache and could not do much werk”
Discontinuer
Some Discontinuers attempted to resolve their health issues by ceasingttbe imerder to
ascertain whether side effects were a result of the method or of unrelgtedrbowever, in
some cases, this “solution” led to complete discontinuation. As one participanhegpla
“I wanted to test myself. What are the differences between when using and
stoppage? Was it because of medicine or my diseas&?Scontinuer
Others attempted to endure their side effects, but were either unable to do s® or wer
experiencing too severe of a reaction to continue:
“I had itches in all the body. When | got [treatment for] the itches, it became
arthritis. Now | am sick for two years and not yet cured. Now | stopped using

injection forever.”— Discontinuer

Influences on Discontinuation
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In terms of influences on method discontinuation, Discontinuers were sometimes gaeddya
a trusted source, either husbands or physicians, to cease the method. Upon lhaatrsidea
effects, some husbands persuaded their wives to discontinue use of a formal methaadds$ius
fears about method use mirrored that of their wives, and had often to do with concern for the
woman’s health, the cost of health care for treating side effects, and thegyddsstof the
wife’s economic or household productivity. In place of the discontinued method, some husbands
promoted reverting to traditional methods:

“I had fever every night so my husband told me to stop using it and we could

prevent by ourselves* Discontinuer
In addition to their considerable influence over discontinuation, husbands also posed a
barrier to re-initiation of methods. For some women, the instruction to suspend
contraception was followed by explicit objection to future method use:

“When [my husband] heard that | was sick he stopped me and did not allow

taking pills anymore™— Discontinuer

“For those who don’t use, sometimes they fear and sometime their husbands

don’t use. Their husbands [are] afraid of health damage, their husband not allow

to use.”— Discontinuer
In some cases, husbands prevented the use of specific types of methods, which further
limited a woman'’s opportunities for re-initiation or continuation with an alternédive
of contraception:

“I told [my husband] that ‘I saw people use IUD, so | wanted to use IUD because

we didn’t want children anymore. | also want to use it’. But my husband replied

‘Don’t need to use IUD. If we use IUD and work hard or carry heavy thing, we
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will be infected to cancer. People who are IUD users are very skinny. | don’t

want you to be that thin.”~ Discontinuer
Few of the Discontinuers reported consulting a trained health care providendgertheir side
effects. When asked specifically about any formal medical follow-up forammayitive
complications, most explained that they decided to abandon the method either on their own or at
the behest of their partner, without seeing a provider:

“No | didn’t [consult a doctor]. | just talked to my husband to stop using so |

stop. | didn’t go to discuss with doctor’Discontinuer
Some women in the Discontinuer group did attempt to consult providers regarding their side
effects. However, these women reported that they were unable to resalvestines after
consultation with a provider and, in a few cases, were advised by the provider teestop t
method. None of the women who sought follow-up care with the provider mentioned being
offered an alternative type of contraceptive or given more information about whémwa to
re-initiate contraceptive use.

“I wanted to get injection and [the doctor] said that if it brought me any

discomforts | should come back to her. | said that | was weak and felt like

bouncing. She told me to stop for a while.Discontinuer

“For me the doctor told me to give up using because we have fever, there was

blood coagulated in heart. The doctor told not to useDiscontinuer

Fear of Methods, New and Old

Fear of alternative methods of modern contraception and continued fear of initialeega

experiences were a major hindrance to continuation or switching to a differdaatdnehe

57



experience of these real side effects created concern that the methodngdastimg damage to
women’s health and lent credence to fears of perceived longer-term effects.w8oran were
fearful of returning to their original methods for fear of general iliness

“I still worry everyday. Everyday | want to inject but | am afraid there’ll be

diseasé— Discontinuer (formally used injection)
The fear generated by experiencing side effects was so overwhétmsuane that concern
spread beyond basic illnesses to include a fear of long-term sickness or even eleaths Was
the case with Non-users, women worried about the burden of incurable sickness olvéisemse
and on their families:

“[l]feared and worried. | feared that | couldn't be cured when | used injection for

too long. What if we couldn't be cured? We would die and leave all the children

behind. | feared that | couldn't be treated'Discontinuer
Other women not only had negative experiences with their original method, but theyaedsb fe
trying alternative contraceptive methods, due to rumored side effects swicasar infertility.
This global fear of methods prevented contraceptive switching for many of ttenbnsiers and
led to abandonment of method use altogether:

“They said that when we took the pill for long time we would have abdominal

tumor. There was a person who had the same case. | feartiscontinuer

(formally used injection)
Even in the absence of side effects, the fear associated with methods overtookesnasd
caused them to desert contraception. Although some women were able to prevagiover t
initial hesitations about methods long enough to commence contraceptive use, dardimesn

about rumored side effects eventually resulted in method cessation:
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“I| feared that it would be going wrong when | got injected. | feared that when it

was for too long, | would [not] have children agair’Discontinuer

Catalysts for Continuation
Rejection of Rumors and Confidence in Methods
A critical factor in successful long-term method use was expressed thastonal
contraceptives and the ability to separate fact from rumor. Women in the Cogtioup were
the least likely of the three user types to report misconceptions of contvaaeethods and
displayed more confidence in their knowledge of methods than the other groups. Although they
acknowledge hearing rumors, these participants lend little credence t@mtadgnyths and
instead rely on their own judgment and experience to make contraceptive decisions:
“There might be some rumorsl heard people said that | would have body
temperature if | took the pill. And when | breast fed my baby, my baby would also
have body temperature, then the baby would be very skinny. | don’t believe them
and | continue taking the pill...And my baby is fat.Continuer
Women who continued use of contraceptives were also less likely to report personally
knowing of someone who suffered perceived side effects than women in the other two
groups. Even so, the prevailing theme among these users was that only their own persona
experience or knowledge, rather than misconceptions spread through anecdotes or
rumors, could dictate their beliefs about and trust in contraceptive methods:
Interviewer:*Do you believe that taking pill will face infertility?”
Respondent:l don’t believe much on this.”

Interviewer:*You don'’t believe?”
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Respondent:Because no one that | know has this problem and | won’t believe
unless it happens to me-"Continuer
This ability to reject rumors led to a lower pervasiveness of contracepteemseptions
among women who continued contraceptive methods. Consequently, there was less fear

of method use in this group, which contributed to Continuers’ persistence in method use.

Enduring Side Effects and Finding “Appropriate” Method
A number of Continuers reported troublesome side effects during the early aburse
contraception, but rather than abandoning their method they attempted to resolvdeheir si
effects either by initial enduring side effects or exploring alteraatontraceptive methods.
Women in the Continuer group often reported waiting out the early symptoms of ilaess a
allowing the side effects of a method to normalize:
“At the beginning | had few bleeding, fever, headache, and | felt weak and
exhausted. However, when | got used to it, those symptoms were gone. There were
few discomforts like that at the beginning, and it would be normal when | used it
everyday.”- Continuer
“Have had the problem [side effects] only when [ first used. And when | have
used for a long time, | am OK:=* Continuer
A key contribution to continuation was the “appropriateness” of a method for the body. Women
explained that in order to successfully continue a method, one should find a contracefptive tha
“fits” with the woman’s body. “Appropriateness” often referred to method whidmdi cause
too many side effects or methods on which side effects subsided or were t@ésatdeperiod

of time:
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Interviewer:*Why you choose oral contraceptive pill to delay the birth? Why not

others method?”

Respondent:Because when | take it, | am appropriate with it. When we are

appropriate with any method, we will use #"Continuer
In the event that side effects continued beyond a reasonable period, women soughtenit diffe
methods until they found one that was effective and “appropriate” for them:

“For me when | used, | also had vaginal discharge so | gave up taking pill |

injected instead.- Continuer
While Continuers acknowledge some of the same fears of real and perceivedesigeasfthe
other groups (i.e., cancer, infertility, medical cost associated with detetsf the benefits of
use outweigh the burdens for this group and the idea of “endurance” and “patience” for side
effects is what sets them apart. Continuers’ desire to limit childreroaé&sshadowed any fear
or discomfort due to method use:

“l am a bit afraid. When | use long, | am afraid | will get big-bellied like others.

But | still endure to use it since | do not want to have children mer€bdntinuer

Interviewer:“At first you said that you used to feel headache and high

temperature, so have you ever thought of giving up this method while you got

such problems?”

Respondent:l thought if we stop using, we will be pregnant. [It's] only little

headache, [sO] if we can endure, we can continue injectierContinuer
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Positive Support for Method Continuation
Continuers described positive support for contraceptive use from individuals in thair soci
networks, especially from husbands and health providers. Women in the Continuer group
reported that husbands encouraged them to initiate methods and provided emotional @adl practi
support for continuation. Husbands who motivated their wives to initiate contracepéion oft
cited the benefits of birth spacing, such as securing the family’s econaimidys as reasons to
begin a method. In some cases, the husbands were even able to persuade women whe may ha
been initially reluctant to use contraceptives.

“I didn’t want to do the birth spacing, my husband told that...our children are still

young and we don’t have a house. So we should do the birth spacing in a long

period until our children get grown bigger and we have a house, then we will

have another baby. He motivated me like this, so | decided to do the birth

spacing.” -Continuer
In addition to supporting women to buy and use contraceptives, husbands also provided their
wives with functional support for method continuation. Some Continuers reported that husbands
aided them with method compliance, for example reminding them to take the daily pill:

Interviewer:“[Your husband] encouraged you to buy [pills], right?”

Respondent:Yes, he encouraged me to buy. When | forgot to take, he reminded

me to take the pills.”

Interviewer:*He always reminded you?”

RespondentiYes. Sometimes | forgot to take the pill. When he was awake at late

night, he awakened me and asked if | took the pill already.”

62



Despite reports of positive support, Continuers still needed to have complete buwin f
husbands for method use. Husbands were essential in the initial contraceptive-decision
making process and some wives reported a need for husbands’ complete agreement i
order for contraception to occur. Sometimes, a husband’s fertility prefgffenoeore
children) trumped the woman’s desire for family planning, and even Continuers felt
obligated to defer to husbands’ preference for contraception.

“If we [want] to use, we have to agree with each other. If our husbands don’t

allow us to use, we don’t use [contraceptives}'Continuer

“I have to discuss with my husband because | can't decide to do it by myself.

Sometimes, | don’t want to have another baby, but he dedSdhtinuer
Husbands’ support was also essential to the continuation process. For some women,
method use only continued in the absence of severe side effects. Women reported that
some husbands shared their fear of side effects and questioned the value of continuation
in the face of difficulties:

“[My husband] said ‘If your health was good, let’s go to be injected [again], if

it’s [not good], why would you want to be injected*?’Continuer
Besides the support of husbands, women who continued contraceptive methods also had a higher
level of consultation and reliance on the advice of health care providers, both for trdorama
methods and subsequent advice on dealing coping with side effects. Continuers found leealth car
providers (mainly identified as doctors) to be a trusted source information enatfypeethods
and their use:

Interview: “How did you know about contraceptives?”

Respondent:l heard from doctor and bought [the pill]. We have a lot of
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children, we need to take advice from doctor. Why not take his adwvice?”
Continuer
Providers also actively dispelled common misconceptions about method side effects,
putting to rest women’s concerns stemming from rumors:
“The doctor explained that don’t believe their rumors; it is ok. Then | don’t feel
worry at all.” — Continuer
In addition to providing informational support and reassurance about methods, health care
providers prepared Continuers for expected side effects, which enabled themoticopitial
symptoms resulting from method use. Providers often encouraged women to endure the side
effects and allow the body to grow accustomed to the new method. By establéranged
expectations for actual side effects, providers were able to ease wowmresns about
contraception:
“He advised as if when we have this problem; we thought we are not appropriate
to the medicine and he also said we will be fine when we get used to the medicine.
And then | trust the doctor and then started to use-tContinuer
For those who experienced side effects, most reported seeking out the advicthqirbemlers
to resolve the issues or find a different method to use. Contrary to the Discontinuer group,
women in the Continuer group utilized health care providers as their initial andysmace of
follow-up care for contraceptive methods (as opposed to husbands or others):
Interviewer:“The [side effects] you faced, [when you first got the injection], have
you met anyone to solve the problem?”
Respondent:[l] went to see the doctor at once, [to see if it was] injected

wrongly...if the doctor said that it's normal, then, we’re normal'Continuer
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Role of Others in Use

This section summarizes the role that certain individuals in the women’s sdwiatkseplayed
in their contraceptive use. Although the primary data for these individuals has bestiqutes
above, this summary highlights the overall effect of each actor in the soevarkeboth

generally and specifically for each group.

Husbands

Of all the social network influences on contraceptive use described by patscithee most

prominent was that of the husband. Husbands’ input either encouraged or dissuaded women from
using a method and they were ubiquitous in the contraceptive decision-makingproces
Participants in every user group mentioned the importance of the husband’s role. Iasesne c
husbands were the one to encourage a woman to use, often to better the family’d financia
situation or to protect the health of mother and child. In other cases, husbands weretihe ones
impose their fear on the women and suggest discontinuation at onset of side effdadklus

even overrode a woman'’s desire to initiate contraceptive use, if he himselélwzorie children.

Regardless of husbands’ specific attitudes, the overall sentiment amongpaatsiis that the

husband holds the key to a couple’s utilization of a modern method. Secrecy in contraceptive use
IS not a common occurrence in this population and nearly all women mentioned discussing
contraception with their husbands. Husbands were also a source of misinformation or rumor, but

to a lesser degree than elders or other women.
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The importance of the husband’s influence is clearly played out through the exgeoétioe

three different user groups. One prominent barrier to initiation reported by Mohwas the

lack of the husband’s desire to use contraception. Some Discontinuers citedremsibeus

when asked why they did not re-initiate use, and explained that they werensesneticouraged
by their husband to cease a method once side effects appeared. While Continuers repor
overall positive support from individuals in their social networks, husbands in particular
encouraged these women to initiate a method, work through early side effects@ne itases
even help with compliance (for example, reminding them to take pills). Howeweerjrethe

case of Continuers, contraception only occurred within the boundaries of a husband’secomple

approval.

Health care providers

Health care providers, either in practice or in absence, greatly contribidegldaman’s use of
methods. More Continuers than any other type of user mentioned consulting a provider both
before starting a method and during its use, particularly if they expedisidz effects.
Discontinuers, as a group, also tended to have consistent interaction with provideus;hal
fewer of them than Continuers reported following up with a doctor once side effieetged.
Non-users had the least amount of time with providers, although it is unclear whethedue

to accessibility or because of their general hesitation to pursue a methadryihg levels of
health care interaction for the three groups imply that access and utiliabliealth providers

may contribute to the initiation and continuation of method use.
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Providers’ own behavior also influenced women’s contraceptive behavior. Notabdpntimeon
account among all three groups was that providers did not initiate conversation on raathods
did not recommend one over the other. Most Continuers and Discontinuers reported that they
themselves initiated the discussion of methods with the provider and either askedefbrod

with which they were familiar or were given the choice of multiple optiotisont provider
influence. With regards to side effects, however, Continuers and Discontinagedrtéiat
providers often warned of common side effects and encouraged them to follow-up with the
doctor should problems persist. Continuers had a higher tendency to take this advice;
Discontinuers, on the other hand, often made the decision to quit without the input of a health

professional.

Elders and Other Women

Elders and other women in the participants’ communities were the most impottese of
contraceptive myths. Their warnings against the use of contraceptivesdnatitl reinforced the
fear of perceived side effects and long-term damage to fertilityrthay of the participants
mentioned. Elders also emphasized the notion of an appropriate time and age at whiegma wom
should begin using contraceptives. Other women in the community, who had negative
experiences with contraception, also generated and reinforced suspicionkadsn&hese

women most often included female relatives or peers of the participants.

Reports of elders’ and other women’s influence were made in all three groupgsé&sn

Discontinuers and Continuers all made multiple references to cautionary eaaigsd to them

by elders and to rumors spread amongst female peers. However, Continueessvigkelly than
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women in the other two groups to rely on elders or other women as a primary source of

contraceptive advice.

Profiling Continuers, Discontinuers, and Non-users
The following section summarizes the major delineations between the thregaiges’

characteristics in an effort to understand their different contraceptive bethavi

Continuers

Women in the continuer group had a high knowledge of and trust in modern contraceptive
methods. During interviews, women in this group were able to spontaneously identiyyatiear
modern forms of contraceptives, and expressed a preference in daily pills and hormonal
injections as a first-line form of birth spacing. Women in this group reportierped fewer

side effects than those in the Discontinuer group.

Continuers are by far the least prone to believing rumors about hormonal methods or having
glaring misconceptions of their effects. However, they can still igesitnilar myths to those
presented by the other two groups. Although Continuers acknowledge some of thessaok fe
real and perceived side effects as the other groups, the benefits of method uggh abeve
burdens for this group and the idea of “endurance” and “patience” for these dé&csilvhat

sets them apart. While a number of Continuers report troublesome side effegdltrigarly
course of use, rather than abandoning their method they attempt to resolvidéhefiiests

either on their own or with the guidance of a provider. In the event that side etiatitaie
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beyond a reasonable period, women seek out different methods until they find one that was

effective and “appropriate” for them.

Continuers also express confidence in their ability to select, obtain and useaaejuinte
method. When faced with difficult side effects, these women dismiss the nhytinezt of
perceived side effects, citing their own common sense as reason to endure thranighalthe
period of adjustment to a new method. There is a high degree of self-relianap @omtimuers,
both in seeking out a method and in persisting through the difficult initial stages ohaahist
Although they acknowledged advice from elders and others as being importarntgetineglves

(in conjunction with their husbands) were the primary contraceptive decisiomanake

Discontinuers

Discontinuers were able to indentify numerous modern methods, but had only a vague
understanding of IUDs and implants, and at times confused the two methods. When prompted
about experienced and perceived side effects, this group named far moreesitdettedin the
Continuer group. In particular, Discontinuers identified numerous severe percile effects

such as cancer, “irritated fallopian tubes” and “spoiled hand” as a resulplaint use.

Compared to Continuers, Discontinuers were more fearful of side effects, bativeer@nd
real, and had less tolerance for the initial discomforts of hormonal method ugevdree
susceptible to rumors of myths, though their experience with methods renderedghén sl
more knowledgeable about the difference between myth and reality than thmbawve never

used a method. For this group, the onset of real side effects lent immediateetedencs of
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perceived longer-term effects such as cancer or infertility and can leaddstontinuation of
use. Even in the absence of side effects, the fear associated with methods overtookess
and led them to quit. Along with the discomfort, some women reported that their side effec
prevented them from working, suggesting that the actual side effectsentay Oifficult for

some to bear.

Fear of alternative methods of modern contraception and continued fear of initialeega
experiences were a major hindrance in continuation or initiation of a new method. Due to
negative experiences, greater belief in rumors and a lack of informationddgevbn other
methods, Discontinuers were more reluctant to test out a variety of modern methakds to or
find an appropriate one. Discontinuers noted that in some cases they were adthsaddogtor

to cease use of a method following discomfort from side effects.

With regards to their confidence in obtaining and using modern methods, Discontinuers
possessed confidence to attempt methods. However, they were more vulnerableaisthe f
associated with side effects than Continuers and often felt a diminishedzagaan it came to
re-initiating a method. This group was also more prone to being swayed by theenega
influence of others such elders or female peers and tended to rely on thess &wurc
contraceptive advice. This impediment may be attributable to other factors dack as

information or lack of social support.

Non-users
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Non-users had the least amount of knowledge about modern contraceptive methods, compared to
the other user groups. Though able to name most methods, Non-users did not have a good grasp
of how methods work, particularly IlUDs and implants (which are not trusted by thip)g

Instead, Non-users relied on a variety of traditional methods such as the caletiaat, m

withdrawal and traditional Khmer folk remedies. When queried about the benefits and

drawbacks of specific methods, Non-users list fewer benefits of hormonal méthnds t

Continuers or Discontinuers, but named the largest amount of perceived side effests. The
perceived side effects ranged from normal symptoms of hormonal methods terakedg

effects which included tumors, polio and infertility.

This group was the most fearful and accepting of myths associated withceptitra use. They
were greatly impacted by rumors of side effects as well as otheetiveegxperiences.
Therefore, Non-users “dared not” even attempt to use contraceptive methaat$iclgr, they
feared the potential medical cost associated with using hormonal methods. Nowerger
highly vulnerable to the negative influence of elders and female peers, and could tietsubje

their husband’s full control over contraceptive decision-making.

Women who had never used a contraceptive reported less interaction with fornial healt
providers than women in the other two groups. Overall use of formal health carstidewam@r

for this group and the few who had attempted to consult a doctor for method use had been
unsuccessful due to issues of timing (i.e., not the right time to start a method). Epr som
interaction with a health care provider is still not sufficient in overcomindetirs that bar

initiation of contraceptive use.
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Women in the Non-user group displayed a distinct lack of “courage” to use hormonal birth
spacing methods. They did not feel confident about their knowledge of methods and were even
less secure about their ability to obtain and use contraceptives. Many in thedXgneup

lacked the proper information and assurance on methods from a trusted medicalxgoaince,

only further discouraged use.

Similarities between Groups

Despite their differences, the women in these various groups still had a numbelaoities.

All women expressed a desire to delay or prevent births and associate sucbrheitiaan

increase in benefits such as more time to work, more money for the family andbetsdr

health for both mother and child. Women from each group put trust in modern methods and most
viewed traditional forms of birth spacing as being ineffective and outmoded Mdnwe

regardless of user type, all women reported knowing of and, in some cases, baliewtigs

and misconceptions surrounding modern contraceptive use. The most notable of thesemyths w
the association between hormonal methods and cancer risk, a misconception held bynwomen i
all three groups. In all cases, husbands were the predominant influence in use tlaespit

significance of elders or other women in spreading rumors about methods.

Discussion

This study examines the misconceptions about and barriers to contraceptive methodog

different contraceptive user types in Cambodia. The analysis revealbdradaace of myths
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and misconceptions about contraceptives, especially about exaggerated stdeWfienen

reported a belief in such side effects as cancer, polio and infertility. Ramadmsyths were
generated and propagated within women’s social networks, most notably from other,wome
elders and, in some cases, husbands. Rumors, in turn, created a fear of contraceptivehuse, w
hindered some women from initiating methods and inhibited others from continuing once on a
method. These findings are similar to evidence from numerous other countries whidhahow
misconceptions about contraceptives are widely prevalent, are dissehtimateggh key actors

in a woman'’s social network, and can contribute to under-utilization of contraceptités.

Husbands were also an essential element in contraceptive decision-makingn Wioanwere
successful in continuing a method were largely supported by their husbands. Howestugdty
demonstrates that partners affect both initiaiod continuation of methods in positive and

negative ways. Those in the Continuer group explained how their husband supported them both
in principle (for example, by supporting the desire to reduce children) and iretonays (for
example, by reminding them to take their daily pill). On the other hand, those who disednti

method use or who never initiated a method cited husbands as a barrier to contraception.

By looking at the three distinct user groups, this study was able to identifyediféss between
them and to discern the specific characteristics that contribute to Contisuwersss. All of the
women in the study expressed a desire to delay or limit future births, yet siot@tleded in
initiating and continuing a method. Viewing these groups side by side, one caredhsg¢rv
knowledge of a method, initial dismissal of rumors and a husband’s support are crucial to

initiation. To continue on a method, one must have sustained support from the husband,
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continued interaction with health providers and a certain degree of self-confitieadtn
providers played a particular role in conveying accurate, reliable inflomthat women could
use to combat myths, preparing women for expected side effects, reassumrig émelure side

effects and, if need be, helping them select a new method.

The concept of self-confidence was perhaps the most important to the initiation andataorti

of contraception. Women who were successful in initiating and continuing methoddolecte a
dismiss myths and rely on their own judgment about methods. Furthermore, Contingers wer
confident in their ability to dismiss rumors of contraceptives and find a methodabkat w
“appropriate” for them. This idea is similar to that of self-efficacy,chidescribes an

individual's belief that they are capable of achieving a specific’go&lelf-efficacy has been
shown to predict contraceptive intentions and actual use in numerous populations, and is

conceptually parallel to the idea of self-confidence presentedHiére.

This study has a few limitations. First, the non-random sampling proceduresdtac
representativeness of the results; women who are more interested ineqaramay have
been more likely to respond to recruitment. The snowball procedure used to recriohabldit
participants may also have biased the sample; women may be likely to eefenwho are like
themselves. As with any qualitative endeavor, the richness and depth of datalés afftfor
generalizability of the findings. Future qualitative studies of barteecentraception should
include perspectives from key influences such as partners, physiciansrsiireleer to better

understand each player’s role in generating support or discouragement for goiveacee.
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Chapter 5: Conclusions and Implications for Applicdion

The overarching aim of this dissertation was to understand the determinants of iendl foarr
modern contraceptive use in Cambodia. Although efforts have been made, over the recent
decade, to improve contraception and to empower women’s control over their fertility in
Cambodia, a considerable number of women continue to experience an unmet need for modern
methods. The consequences of this unmet need are reflected in a staggerind maittitst

rate, a high rate of infant mortality, and a total fertility rate that nesregbove the self-expressed
desires of Cambodian womé&RBy utilizing novel approaches in both quantitative and
gualitative research in Cambodia, this dissertation revealed several keg ihamderstanding
challenges to contraception in this context. These findings not only offer insitghtke

problem of unmet need in Cambodia, but further, they present new and promising areas for
future programmatic applications. This section summarizes the core conslo$iboth studies

and provides suggestions for translating the research into actionable prograstnatgtyies.

As shown in both papers, husbands play a critical role in family planning in CambodiagBindi

from the qualitative data reveal that husbands are an essential ingredientraceptive

initiation and continuation. In some cases, women were not able to initiate or centimetbod

due to a husband’s disapproval, and all women shared that the husband’s support was necessary
for contraceptive success. The quantitative results show that even when iognfoolindividual

demographic factors and for other social support, the



husband’s attitude towards contraceptives played a strong role in determining’s/asee
Furthermore, if a woman was uncomfortable in communicating with her husband abott mode

methods, her likelihood of using contraception was also diminished.

The powerful effect of husbands on women’s contraceptive use make men a natetrébtarg

family planning programming. Male involvement in family planning has been a &syage of

the field since the 1994 Cairo population conference, and the idea has been supported broadly in
other research and policy initiative8:*>*’However, the caveat demonstrated by this research is
that men’s full usurpation of the couple’s decision-making can result in a recijoacity for

women’s contraceptive use. Reproductive health programs should, thus, strive to encourage
communication and joint decision-making about contraceptives among couplesgdesspace

or limit births. Furthermore, programs should aim to increase general knowledge aapprov

and support for modern contraceptives among men and should orient men towards becoming

advocates for their wife’s contraceptive initiation and continuation.

Communication between partners can be fostered through targeted outreach pitograms
address knowledge of contraceptives and gender issues in contraceptive degksngn-m
Previous programs aimed at male involvement in family planning have shown thatlalthoug
mass media campaigns can improve men’s awareness of contraceptive iskdleangeaoccurs
at the interpersonal levéf®!**potential program elements include 1) training workshops in
which men are educated about contraception and given a “place” in the family plarotess;
2) participatory discussions between partners to improve communication about qictnaaed

help balance gender dynamics; 3) community-based discussions and activitidamidgut
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planning led and attended by local men; 4) training local men to become advoctdgaslfor
planning in their own communities (thus creating sustainability of malever@nt initiatives)
and 5) community mobilization activities (which include family planning-cedtewents such
as theater, music, etc.) that motivate all members of the community to takeipgroving
men’s involvement in family planning. Extolling the economic benefits of faptélyning, in
addition to the benefits to the partner and family as a whole, should be particuktweffor
men in countries like Cambodia, where men inhabit traditional gender $dIEsrthermore,
providers and health clinics can encourage men’s involvement in reproductive health by
providing services that are more “male-friendly.” This could involve hiring mote seavice
providers, providing services that are aimed specifically towards mengsuekting for
sexually transmitted disease, vasectomies or general physica)exaproving clinic hours to
meet the scheduling needs of men in the community, providing a male-only section oohours t
decrease embarrassment men may face when attending reprodudtivelimees, ensuring the
privacy of all clients (particularly men) and actively reaching out to méhe community
through some of the activities suggested ad8%&°Finally, policy efforts should make male
involvement a fundamental tenet of family planning initiatives through expliettihg and
policy language for male involvement programs. By creating a betterstadeing of
contraceptive methods among men, they, in turn, can better support their parfodsstcef

obtain and utilize contraceptives.

Another important theme emerging from this research is the importance @nigoself-

confidence in their own contraceptive knowledge and decision-making. Though womeedepor

having “knowledge” of methods (in both papers), qualitative probing revealed that this
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knowledge is tainted by incorrect beliefs about exaggerated short and longdemffects of

methods. Moreover, women reported learning of these misconceptions through rumatedener

by important members of their social network. The negative effect of desatich as elders
was echoed in the quantitative data, while the normative benefit of peer suppoorieésted
with higher contraceptive use in the case of low-parity women. These findiggsss that
although women may be informed of different types of contraceptive methods and tledéitsbe
they are still susceptible to the influence of others, especially in tfrnegative influence.
Furthermore, women who are able to obtain correct information and have confidende in the
knowledge and ability to use methods are better equipped to initiate and continue a modern
method. In fact, women who were successfully continuing a contraceptive methodasehaf
the qualitative data were also those who were able to dismiss myths and to haly own

informed opinion of contraceptives.

To improve women'’s ability to effectively use contraceptive methods, prograoukisvork to
increase their knowledge of contraceptives and give them confidence in tHeadrohbices.
Particular emphasis should be placed on combating negative myths assoclatmmhtrétceptive
side effects and on instilling women with the tools needed to address both their jolefieaie
side effects as well as the side effects they actually experiendeclsarege can be achieved
through a variety of means. Programs can develop tailored health communicagangosm
targeted at the specific fears and misconceptions prevalent within this papuBsthavior
change communication (BCC) campaigns, which include mass media and intedpersona
approaches, have long been utilized in the field of family planning to address botduatiand

environmental factors and have been correlated with improved reproductive healthdgsowle
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and behaviot®’*"*Mass media and social marketing strategies can use the information obtained
from this research to tailor their message to Cambodian women'’s specifacemiive fears.

These strategies could effectively supplant the harmful influence of indivislweisas elders by
bolstering women’s knowledge of contraceptives and by creating a normativenement for

contraceptive use.

Interpersonal communication methods such as client-patient interventions candavttiep
women’s confidence in methods and foster their ability to appropriately madageffects,

once a method has been initiatéd:"*To this end, the data from this dissertation support a
redoubled effort to involve health care providers in educating and supporting women in their
contraceptive decision-making. In the qualitative interviews, women exgrasgeong trust in
the reproductive advice and information relayed by health care providers. Mokgoren who
continued on a contraceptive method (in the qualitative study) credited theriphgawvith
establishing expectations for potential side effects and coaching themhleithey enduring the
initial effects of hormonal methods or through selection of an alternative mod#radne
However, participants did convey that physicians rarely initiate convansatbout family
planning, placing the burden entirely on women. Evaluations of provider-centered intersenti
have shown that health care providers can be an effective tool in influencing positive
reproductive behavior>*"*Programs should, therefore, encourage providers to initiate
discussions about contraceptives with female patients and ensure an environaaed fate

follow-up aimed at securing contraceptive continuation.
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There are several concrete methods by which to strengthen providers’talhigp women

meet their contraceptive needs. First, providers themselves should be educatdteatrols

in the family planning process and be given up to date information on the latest availabl
methods. Programs can provide targeted training on family planning for cotgrhased
providers (in both private and public clinics), and teach them how to improve client-provider
interactions around contraceptidff Key objectives of this training should be to show providers
how to 1) offer the client adequate information on a variety of methods; 2) give indixatlal
care that is specific to the needs and concerns of each client; 3) dispel naythsseonceptions
about method side effects and; 4) foster open and honest communication with th& tlient.
Particular emphasis should be placed on providing follow-up care. As we saw in thdigealita
paper, many women who discontinued contraceptive use did so without proper follow-up referra
with their health care providers. Training can educate providers on the importacbeduling
return visits, establishing adequate expectations for side effects, eneguiénts to return if
they have problems with their method and offering other appropriate contraceptiveds

should initial methods be unsatisfactdry.Training of providers take a participatory format,
such as workshops or peer-to-peer activities. Furthermore, providers shouiddxbdsatrainers
themselves, so that they can share their education with other service ravidereate a

sustainable system for improving reproductive health serviges.

In addition to programmatic applications, this study unveils new areas for fagg@ch. The
role of husbands in the contraceptive decision-making process, while demonstratedrhstié
be further explicated. In particular, studies should discern the motivations bedmgisupport

for contraceptives (or lack thereof) by including men directly in the rds@aocess.

80



Furthermore, future research should tease apart the etiologic nature ef dgrnamics to
determine whether women select partners on the basis of charactsuppostive of
contraceptive use, or if women shape their partner’s attitudes about contraceptiomeyand
vice versa). Such studies would require long-term longitudinal measures, whidtcapture
the evolution of contraceptive decision-making among couples. Longitudinal studieésuisaul
be used to evaluate the role of women'’s fertility intentions and birth spacing tiootsven

contraceptive use at all stages (including initiation, continuation and discontinuation)

This dissertation uses both women’s own words and focused survey research to understand the
difference between those women who use modern contraceptive methods and those who do not.
The results of this study suggest applications for future family planning progrg in several
targeted areas. Women need information on contraceptive methods that is not onlg accurat
trusted, but that can counteract the negative rumors disseminated throughouottakeir s

networks. Furthermore, husbands are an indispensable element to contraceativmiaitd
continuation; therefore, efforts should aim to garner men’s involvement, improve coratramic
about contraception between couples and to encourage men to be advocates for their wife’
contraceptive initiation and continuation. Health care providers are in a position tp suppl

women with reliable contraceptive knowledge and help combat misconceptionshéyus, t

should be trained as effective promoters of modern methods. Finally, futureinasdanth this

and other settings should continue to explore the intricacies of individual and iraagbers

dynamics on contraceptive use.
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Programmatic and research recommendations are made in light of the dauenpment
efforts in Cambodia. Despite being a country that only recently recovered fiermaintonflict,
Cambodia has had an influx of development aid and has made enormous advances in
reproductive health in the past decade. By addressing the dissertation thennesfas lpaader
family planning program and policy strategy, stakeholders can better helpwmoeet their
fertility desires, subsequently reducing unmet need for contraceptives amdimgpr

reproductive health both in Cambodia and beyond.
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Table 1: Total Fertility Rate (TFR), Contraceptive Prevalence Rate (CPRand Unmet
Need among Select Southeast Asian Nations

TFR CPR Unmet Need

Burma (2001-06) 21  37% --
Cambodia (2005) 3.4 27.2% 25.0%
Philippines (2003) 3.533.4% 17.3%
Thailand (2006) 1.8 71.5% -
Vietnam (2002 1.9 56.7% 4.8%
Indonesia (2002) 2.6 56.7% 8.6%

a: from Demographic and Health Surveys StatCompiler
b: from World Health Organization Statistical Infieattion System
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Table 2: Age, SES, Education, Parity and Family Planning Characteristics GALL
WOMEN

N %
Age
15-24 103 14.6
25-29 191 27.1
30-34 127 18.0
35-39 122 17.3
40+ 163 23.1
SES
Low 135 19.1
Middle 408 57.8
High 163 23.1
Education
None 90 12.8
Primary 446 63.8
Secondary 170 24.1
Parity
0 13 1.8
1 156 22.1
2 180 25.5
3 137 19.4
4 100 14.2
5 66 9.3
6+ 54 7.6
Family Planning
Current use of modern contraceptive (all) 300 42.5
Current use of modern contraceptives (low-p&yity 129 384
Current use of modern contraceptives (high-parity) 171 46.2*
Knowledge of modern methods 701 99.3
Believe modern methods are available when needed 684 96.9

a: Low parity = 0-2 children; High parity = 3+ othien
* Chi-square result of current use by high vs. fmavity, p<0.0
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Table 3: Odds of Modern Contraceptive Use by Social support Factorsduotrolling for

socio-demographic factors)

Low High
All Women Parity Parity
(n=706) Women Women
(n=336) (n=370)
%(n) %(n)

0,

%(n) Agree OR Agree OR Agree OR
HUSBAND
Huspand thinks it is a good idea for you to uséta b 91.1 (643) 2.76% 89.9 (302) 2.48* 92.2(341) 2.59*
spacing metho8
Husband supports the use of birth spacing methods 6.6 (882) 1.01 96.4(324) 0.54  96.8 (358) 1.65
H_usband is the one who makes the final decisionitabo 448 (316)  0.50% 45.2 0.83 44.3(164) 0.31**
birth spacing use (152)
You feel nervous about discussing birth spacingy wit 48.3 (341) 0.60%* 46.1 (155) 0.55* 50.3(186) 0.63*
your husband
Husband ever gave encouragement to use birth gpacin; o (295) 0.90 67.9 (148) 0.89 64.2(147) 0.93
method
PEERS
Your.frlends think it is a good idea for you to wsbirth 95.2 (672) 112 94.6 (318) 0.74 95.7 (354) 2.05
spacing method
Women in your community encourage each other to USgs 5 (672) 0.64 94.9(319) 0.85 95.4(353) 0.62
birth spacing methods ' ’
Most couples you know have used a birth spacing 93.5(314) 3.61* 93.5(346) 0.67
method 93.8 (660) 1.33
Peers ever encouraged you to use birth spacingooheth 31.73 (224) 1.44* 80.7(103) 1.32 327(121) 1.54
ELDERS
Elders in your community think young women should 48.7 (344) 0.70* 49.1 (165) 0.94 48.5(179) 0.52*
not use birth spacing methods
Elders in your family think you should not use elbi 20.7 (146) 0.85 23.5(79) 0.94 18.1(67) 0.73
spacing method ' )
Elders in the community discourage women from using20 3 (143) 0.87 21.2(72) 120 19.2(71) 0.65
birth spacing methods ' )
If an elder says not to use a birth spacing method, 24.1 (170) 0.62* 25.0(84) 0.69 23.2(86) 0.54*

should not use it.

& Sociodemographic controls include age, educa8&$, and in the full model, parity.
® hirth spacing method means any modern methoddimajumale or female sterilization, the daily horrabypill, intrauterine

device (IUD), hormonal injection, hormonal implantscondom
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Table 4: Multivariate Odds of Modern Contraceptive Use by Social supporttems, ALL

WOMEN
Model 1 Model 2 Model 3 Model 4

HUSBAND

Husband thinks it is a good idea for you to uséta b 2.67* 3.39%**

spacing method (1.50 — 4.74) (1.85-6.23)

Husband is the one who makes the final decisionitabo 0.51%+* 0.58*

birth spacing use (0.37 - 0.70) (0.40 - 0.84)

You feel nervous about discussing birth spacindy yatur 0.67* 0.64*

husband (0.49-0.93) (0.45-0.90)

PEERS

Most couples you know have used a birth spacingnoaet .27 L7

(0.68 — 2.40) (0.89 -3.52)
*

Peers ever encouraged you to use a birth spacitigpthe (1_013'4_32.00) (O.8é.321.73)

ELDERS

Elders in your community think young women shoudd n 0.74 0.80

use birth spacing methods (0.54 -1.01) (0.55-1.16)

If an elder says not to use a birth spacing method, 0.66* 0.53**

should not use it. (0.45-0.96) (0.36 —0.79)

EDUCATION

Primary 1.52* 1.58* 1.58* 1.64*
(1.01-2.27) (1.06 —2.35) (1.06 —2.35) (1.08 —2.48)

Secondary 1.08 1.15 1.12 1.18
(0.70-1.67) (0.75-1.77) (0.73-1.71) (0.76 — 1.83)

SES

Middle 1.66* 1.70* 1.71* 1.69*
(1.10-2.52) (1.13-2.55) (1.14-2.57) (1.11-2.57)

High 2.15% 2.22%* 2.17* 2.30**
(1.33-3.46) (1.39-3.56) (1.36-—3.47) (1.42-3.74)

PARITY

2 2.49%** 2.34%** 2.21** 2.32%*
(1.53-4.05) (1.46-3.76) (1.36-3.47) (1.41-3.81)

3 2.49%** 2.13* 1.96** 2.50**
(1.44-4.33) (1.25-3.64) (1.15-3.36) (1.34-4.11)

4+ 2.21%** 2.27%* 2.08*** 2.09***
(1.26 —3.88) (1.31-3.93) (1.20-3.62) (1.18-3.70)

AGE 1.01 1.00 1.00 1.00
(0.98—-1.03) (0.98—-1.03) (0.98—1.03) (0.98 —1.04)

* p<0.05; ** p<0.01; *** p<0.001; Model 1: Husbanalith controls; Model 2: Peer with controls; ModelEders with controls;

Model 4: Full model all women
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Table 5: Multivariate Odds of Modern Contraceptive Use by Social supporttems, LOW
PARITY WOMEN

Model 1 Model 2 Model 3 Model 4
HUSBAND
Husband thinks it is a good idea for you to use a 2.21* 3.23*
birth spacing method (1.04 — 4.69) (1.43-7.34)
Husband is the one who makes the final decision 0.88 0.93
about birth spacing use (0.55 - 1.41) (0.55-1.58)
You feel nervous about discussing birth spacing 0.59* 0.60*
with your husband (0.37 - 0.95) (0.36 — 0.99)
PEERS
Most couples you know have used a birth 3.46* 4.42*
spacing method (1.11-10.73) (1.32-14.78)
Peers ever encouraged you to use birth spacing 1.26 1.05
method (0.78 — 2.03) (0.63-1.73)
ELDERS
Elders in your community think young women 0.99 0.84
should not use birth spacing methods (0.62-1.57) (0.50-1.44)
If an elder says not to use a birth spacing 0.69 0.53*
method, you should not use it. (0.40-1.19) (0.30-0.95)
EDUCATION
Primary 1.59 1.50 1.53 1.74
(0.82-3.06) (0.78-2.87) (0.80-—2.91) (0.88-3.44
Secondary 0.99 0.98 0.98 1.06
(0.50-1.97) (0.50-1.95) (0.50-1.93) (0.52-2.15)
SES
Middle 2.02* 2.10* 2.03* 2.05*
(1.08-3.81) (1.12-3.94) (1.09-3.80) (1.08-3.92)
High 3.21 3.52% 3.17 3.41*
(1.52-6.76) (1.68-7.39) (1.52-6.59) (1.60-7.28)
AGE 1.02 1.02 1.02 1.02
(0.98-1.06) (0.97-1.06) (0.98—-1.06) (0.97—1.06)
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Table 6: Multivariate Odds of Modern Contraceptive Use by Social supporttems, HIGH

PARITY WOMEN

Model 1 Model 2 Model 3 Model 4
HUSBAND
Husband thinks it is a good idea for you to use 2.52* 3.10*
a birth spacing method (1.07 - 5.97) (1.26 — 7.64)
Husband is the one who makes the final 0.31%* 0.39%*
decision about birth spacing use (0.20 - 0.49) (0.23 - 0.66)
You feel nervous about discussing birth 0.70 0.61*
spacing with your husband (0.45-1.08) (0.38 - 0.98)
PEERS
Most couples you know have used a birth 0.66 1.04
spacing method (0.28 — 1.54) (0.41 - 2.66)
Peers ever encouraged you to use birth 1.55 1.36
spacing method (0.98 — 2.46) (0.82 — 2.24)
ELDERS
Elders in your community think young women 0.55** 0.79
should not use birth spacing methods (0.36 —0.85) (0.47 —1.34)
If an elder says not to use a birth spacing 0.59* 0.48*
method, you should not use it. (0.35-0.99) (0.27 -0.85)
EDUCATION
Primary 1.42 1.59 1.63 1.47
(0.84-2.40) (0.96 —2.63) (0.98—2.71) (0.86 —2.55)
Secondary 1.23 1.31 1.29 1.31
(0.70-2.12) (0.75-2.29) (0.74—2.24) (0.73 —2.36)
SES
Middle 1.38 1.45 151 1.47
(0.79-2.42) (0.85-—2.48) (0.88—-3.06) (0.83 —2.60)
High 1.51 1.63 1.64 1.76
(0.80—-2.85) (0.88—3.00) (0.88—3.06) (0.92 - 3.40)
AGE 1.01 1.01 1.01 1.02
(0.98—-1.05) (0.98—-1.04) (0.98—1.05) (0.98 — 1.05)
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Table 7: Number of Focus Group and In-depth Interviews by User Type

User Type Focus Group In-depth Interview

Urban Rural Urban Rural

Continuer 1 1 2 1
Discontinuer 1 2 4 3
Non-user 1 1 2 2
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Table 8: Attributes of Continuer, Discontinuer, and Non-user Contracptive Groups

KNOWLEDGE AND PERCEPTIONS OF CONTRACEPTIVE METHODS

CONTINUER DISCONTINUER

NON-USER

Knowledge of Methods

Misconceptions of Short and
Long-Term Side Effects

Modern: wide variety identified (IUD;
daily/monthly pill; injection; implants;
condoms; sterilization)

Modern: wide variety identified (IUD;
daily/monthly pill; injection; implants;

implant
Traditional: calendar method
Traditional: calendar method; withdrawal

Cancer; endometritis; tumor; coagulated blood Cancer; endometritis; tumor; coagulated

(in heart or abdomen); hypertrophic uterus;  blood (in heart or abdomen); fibroids;

infertility; bruised face; effects on subsequent vaginal discharge; broken uterus;

child hypertrophic uterus; infertility; irritation of
fallopian tubes; difficulty with future
deliveries; implants “spoil the hand”

condoms). Less knowledge about IUD and

Modern: wide variety identified
(daily/monthly pill; injection; condoms).
IUD and implant sometimes confused

Traditional: calendar method;
withdrawal; variety of other traditional
Khmer methods

Information on modern methods is
noticeably less than that of the other two
groups

Cancer; endometritis; shortness of breath;
hemorrhage; vaginal discharge;
prolonged menstrual period; tumor in
abdomen; dizziness; fever; bruised face;
trembling; infertility; implants “wither

the hand;” polio; problems with
subsequent birth (delivery and problems
for baby)

Perceptions of specific
Contraceptive method types

Daily Pill

Injection

IUD/Implants*

Pros: Easy to use/findaffordable
“appropriate” for bodygood for healthvery
temporary

Cons: may not be “appropriate” for body; side bleeding after discontinuation
effects; easy to forget; seen as less effective
Pro: Easy to remember; easy to find;
“appropriate” for body; affordable; effective
Con: may not be “appropriate” for body; fear
lack of menstruation; side effects; long fear of prolonged bleeding after discontinuation;
infertility; can’t be “undone” easily fear of needles; fear of infertility

Pro: Long-lasting; effective; easy to use Pro: Long-lasting; effective ; easy to use

very temporary

Pro: Long-lasting;easy to usesffective
affordable

Con: Fear lack of menstruation; Side effects; Con: Side effects; pain from insertion; not

Pain from insertion; Not suitable for
laborers/rural women; IUD harmful for fetus;
expensive; hard to remove

suitable for rural women; can't lift heavy
things; hard to remove

Con: Easy to forget; side effects; prolonged

Pro: Easy to use/buy; affordable; effective; Pro: Good for health; effective

Con: Easy to forget

Pro: Long-lasting; easy to use; effective;
good for health

Con: Fear lack of menstruation; side effectsCon: Fear lack of menstruation; side

effects

Pro: Long-lasting; effective

Con: “Don’t dare use!”; severe side
effects (worse than other methods); not
suitable for rural women; can't lift heavy
things

Knowledge of these two methods is very



limited.

Condoms Pro: Easy to use, affordable, effective for Pro: Easy to use, affordable, effective for Pro: Easy to use, effective for disease
disease transmission disease transmission transmission, good for skin (referring to
Con: Difficult to use with husbands Con: Difficult to use with husbands, not lubricant)
appropriate for married couples, side effectsCon: Hard to apply, breaks easily,
(cancer, endometritis, etc) difficult to use with husbands, not

appropriate for married couples, side
effects (cancer, endometritis, etc)

Sources of Method Elders (primarily), other women (to a lesser  Elders and other women in the community Elders and other women in the
Misconceptions extent); who had experience with or heard rumors community who had experience with or
Although rumors are heard by this group, they about methods; Rumors spread by these  heard rumors about methods; Rumors add
are less susceptible to believing them individuals lead to belief in some myths andto existing suspicion of methods and
fear of method use further fuel fear of contraception

BARRIERS TO INITIATION

0T

Fear of methods Fear of side effects Fear of side effects Fear of side effects; fear of infertility;
fear of being blamed if they get sick; cost
of sickness; lack of information to
combat fears

Social network barriers Acknowledge importance of husband’s approvaliegative experience of other women (eitherNegative experience of other women
and potential of rumors to create barriers real or rumored); husbands (control use/war(either real or rumored); husbands
(though all initiated successfully) kids); these influence re-initiation or use of (control use/want kids);family members
other methods forbid use; pressure to have children first
Lack of “Courage” n/a n/a Lack of confidence in knowledge of

methods, ability to use and capacity to
endure side effects; information key to
building confidence and encouraging use
Poor health care access n/a n/a Low level of interaction with health care
providers; difficulty receiving
appropriate contraceptive care

BARRIERS TO CONTINUATION

Experience of Side effects Prolonged bleeding/ hemorrhage; dizziness; hd®rolonged bleeding/ hemorrhage; dizzinessn/a
flashes; exhaustion; weight gain; method “not hot flashes; exhaustion; weight gain;
appropriate with body” dizziness; abdominal pain; weight loss;

arthritis (back/neck pain); headache; chest
pain; method "not appropriate with body”;
productivity hindered by side effects; fear
lack of menstruation; monitoring side effects
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Others’ Effect on
Discontinuation

n/a Husbands fear side effects and encourage n/a
discontinuation; providers often not
consulted when experiencing side effects;
providers advise ceasing methods when side
effects occur; no mention of providers
offering alternative methods

Continued Fear of Methods
(original and alternative)

n/a Persistent fear of perceived side effects of n/a
method led to discontinuation; fear of side
effects prevented re-initiation of previous or
new method types; even without actual side
effects, some feared long-term use and quit

method
CATALYSTS FOR CONTINUATION
Rejection of Rumors Little belief in rumors or misconceptions about Less apt to reject rumors, which led to n/a
methods; rely on own knowledge or experiencaliscontinuation or inability to switch to
with methods; have confidence in own different method
judgment about methods
Enduring Side Effects/Finding Despite experiencing side effects, endured Inability to “endure” side effects or find n/a
“appropriate” method initial symptoms; willing to try different “appropriate” method often barred

Positive support for
continuation

methods to find one that is “appropriate” for  continuation
body; had patience to wait until methods
normalized in body

Husbands provided emotional support for Husbands and doctors often advised ceasing/a
initiation and continuation; husbands also method; some did not follow-up with
helped with method compliance (such as providers and relied only on own or

remembering to take pills); husbands’ approvalhusband’s decision; support for continuation
seen as integral to use; Health providers offereftom these sources was low

information and advice on methods; Providers

seen as trusted sources; Referred to providers

for follow-up care of side effects; Providers able

to assuage fear of side effects and dispel rumors

ROLE OF OTHERS IN USE (SUMMARY)

Husbands

Support initiation and encourage continuation; Support initiation and use in some cases; Important source of discussion and

help assuage fear of side effect; assist with  seen as point of control in choosing/using advice; often control the final decision on

compliance (remind to take pills; etc); primary method; need husbands approval in order taise; major barrier to initiation in this

person with whom methods were discussed; use; husband’s fear of side effects cause of group; husband’s fear of or lack of

husband’s support is key discontinuation in some cases; primary information on methods influence
person with whom methods are discussed initiation
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Providers Provide knowledge on types of methods; give Encourage/support use; give advice on sideNot much interaction with providers;
advice on side effects (what to expect; what to effects (what to expect; what to do); direct most have not seen a provider regarding
do); support decision for modern method use; users to stop in some cases; do not normallgontraception; when providers seen, often
explain methods and proper use; dispel rumorsnitiate discussion on methods; seen as do no initiate contraceptive conversation
seen as trustworthy; do not usually initiate trustworthy; sometimes override negative or do not provide method
discussion on contraception influence of others

Others Offer advice on methods; warn of side effects; Source of discussion on methods; spread Seem to be much more influential in

(including family members, spread rumors about method side effects rumors on side effects; can threaten method discussion and decision-making

elders and other women in continuation through “fear”; not as process than for other two groups; spread

network) prominent husband or provider in decision- rumors/fear on side effects; at times
making actively discourage use

SPECIFIC GROUP ATTRIBUTES

How are they different? — Endure side effects — Do not endure side effects — Have the most fear of side effects “do
— Try different methods if one is not — Have more fear of side effects not dare!”

“appropriate” — Fear trying other methods — Especially fear potential cost of
- Don't believe the rumors — Do not have as much information on medical care for side effects
— Try to resolve side effects on their own alternative/different methods — Believe rumors on side effects
— Seek help from providers on different — Do not perceive benefits of method use — Greatly impacted by others’ negative
methods and resolving side effects above/beyond real/perceived side effects experiences
— Tend to believe rumors of long-term — Lack knowledge on methods
effects more than Continuers — Lack “courage” to use in light of

perceived side effects

How are they the same?

— Desire delaying/preventing births

— See the benefits of birth spacing (time; moneyjthgatc)
— Trust modern methods as being effective

— Do not trust traditional methods to be as effective

— Husbands are integral to decision-making process

*|UDs and implants were often confused and arectioee presented together



Figure 1: Map of Cambodian Provinces
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Appendix 1: Power Analysis for Sample Size Calculain

Estimated power for two-sample comparison of proportions
Test Ho: pl = p2, where p1l is the proportion in population 1 that uses contraceptives and p2 is
the proportion in population 2 that uses contraceptives.
Assumptions:

alpha= 0.0500 (two-sided)

pl= 0.2500

p2 = 0.4000
Sample sizes for estimated social support effect (based on item on husband stipploet nvost
variability)

n2= 146

n2/nl = 0.2607

Estimated power: 0.9244
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