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Cambodia’s health infrastructurewas all but destroyed dur-
ing the Khmer Rouge regime and the Vietnamese occupa-
tion of the 1970s, rendering the country’s family planning
programs virtually inoperable formore than 20 years.1–3 In
1994, an internationally supported, government-led effort
to reinstate family planning campaigns was launched;4

however, efforts were considerably hampered by the coun-
try’s poor infrastructure, leading to very low contraceptive
prevalence rates and concomitantly high rates of fertility
andmaternalmortality.5 Over the past decade, renewed ef-
forts of government and nongovernmental agencies have
contributed significantly to improved reproductive health
outcomes. Between 2000 and 2005, the contraceptive
prevalence rate (CPR) among all Cambodian women in-
creased from 11% to 34%, and the total fertility rate (TFR)
dropped from 4.0 to 3.4.6

Despite these gains, shortcomings in family planning
service delivery and acceptance in Cambodia remain. The
most recent Cambodian Demographic andHealth Survey
(DHS) from 2005 reports that the CPR among currently
married women is only 27%, and one in four married
women have an unmet need for family planning.6 As a re-
sult of the low use of family planning, Cambodia’s TFR re-
mains high relative to other Asian countries, and its ma-
ternal mortality ratio—estimated at 450–540 deaths per

100,000 live births—is among the highest in the region.6–8

Moreover, Cambodia’s CPR is the lowest in Southeast
Asia—ranking 130th out of 177 countries around the
world8,9—and its infantmortality rate (97 deaths per 1,000
live births) is above the regional average.6

These measures are not only indicative of the risk to
women and children, but have wider implications for the
population as a whole. Women with a high number of
births are less likely than others to complete their educa-
tion, participate in the labor force and have high levels of
income;10,11 on the other hand, women who use contra-
ceptives tend to have a better quality of life, higher social
status and greater autonomy.11–15The health care costs as-
sociated with complications of pregnancy and childbirth
can strain families with limited resources.16,17 In countries
where resources for health care are low, high fertility can
further encumber fragile health systems.16–20 Conversely,
increased availability and use of family planning has been
linked to improved economic and social development of
families and broader communities.11,16–20

The common determinants of contraceptive use (i.e.,
age, education, socioeconomic status) apply in the Cam-
bodian context:21–29 For example, Cambodian women
who are older, aremore educated, have higher income and
live in urban areas aremore likely than others to usemod-
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The types of individuals thought to have a notable effect
on a woman’s contraceptive decision making include her
husband and her female peers, as well as elder women in
the community.46–50 The spousal relationship has proven
particularly critical in the hierarchy of social support on
contraceptive use, with numerous studies demonstrating
the husband’s sway over contraception.51–56 In Cambodia,
99% of husbands have knowledge of their partners’ con-
traceptive use, indicating that their involvement in and in-
fluence on decision making may be considerable.6 Elders
also play an important advisory role in Cambodian soci-
ety, making their input on contraceptive norms potential-
ly influential.57

To date, there are no peer-reviewed studies of social sup-
port and contraceptive use in Cambodia. A 2007 Popula-
tion Services International study report indicates that key
individuals may contribute to a woman’s willingness and
ability to use contraceptives.58 Moreover, social support
may differ depending on parity, and women tend to feel
pressure to restrict contraceptive use in the early stages of
their fertility. In particular, women in the study perceived
it to be socially inappropriate to use contraceptives before
they had had at least two live births.
Given the current low level of method use among

Cambodian women, further exploration of the determi-
nants of contraception in this population is necessary. The
purpose of this study is to examine the relationship be-
tween social support and contraceptive use in Cambodia,
paying special attention to differential effects onwomen of
low parity (two or fewer children) versus high parity (three
or more children). Findings from this study will not only
help identify the specific social support that women en-
counter during the contraceptive decision-making process,
butwill also generate an understanding of how these forces
work at different points during a woman’s reproductive
years. This information can be utilized in the development
of targeted program strategies aimed at improving contra-
ceptive use amongwomenwith unmet need in Cambodia.
Various theoretical frameworks have been applied to

the concept of social support. This study uses the concept
of subjective norms from Azjen’s Theory of Planned Be-
havior, which posits that an individual’s actions will con-
form to the perceived expectations of important referent
groups within the person’s social network.59 This confor-
mity is based on a combination of the individual’s percep-
tions about the behavioral expectations of the referent
group (normative beliefs) and her or his motivation to
comply with these expectations. Constructs from the The-
ory of Planned Behavior, such as subjective norms, have
been shown to explain 16–64% of the variance in inten-
tions to use contraceptives.60–64 The concept of subjective
norms is particularly appropriate for a Cambodian sam-
ple, because respect for and, thus, motivation to comply
with referent groups such as elders is high.57 Although this
study is not specifically testing the theoretical constructs
of the Theory of Planned Behavior, survey measures and
data interpretations were based on them.

ern contraceptive methods. In addition, data from nu-
merous countries show that a woman’s contraceptive use
is positively related to parity.26Women of low parity (often
defined as having had two or fewer live births) are less like-
ly thanwomen of higher parity to use contraceptives, even
if they have a strong desire to delay or space their next
pregnancy.30 In Cambodia, DHS data echo this relation-
ship between parity and contraceptive use, with use being
substantially higher amongwomenwho have had any chil-
dren, as opposed to none.6 In addition, the reported desire
to limit births rises dramatically at parities two and three:
By parity three, more than 70%of women express a desire
for no more children. However, by parity three, only 28%
of all women report using a contraceptive method, sug-
gesting an unmet need for family planning amongwomen
with more live births.
Althoughmore than 98%of Cambodianwomen report

knowing amodernmethod of contraception andmost re-
port that suchmethods are affordable,6 availability of con-
traceptives remains inadequate. In Cambodia, modern
methods are low-priced and are distributed through nu-
merous outlets, such as pharmacies, markets and both pri-
vate and public health clinics; however, availability of
methods can be irregular, particularly in rural areas.6,31

Even so, other social and individual elementsmay be play-
ing a more substantial role than availability in inhibiting
contraceptive use.32,33

According to an evaluation of Cambodian family plan-
ning programs by the United States Agency for Interna-
tional Development, underutilization of family planning
persists even in areas where methods are readily avail-
able.33 In addition, a 2008 qualitative study on abortion
behaviors funded by the UK’s Department for Interna-
tional Development indicates that above and beyond
structural components, such as pricing and proximity to
contraceptive outlets, women’s contraceptive use in Cam-
bodia may be influenced by input from members of their
social networks, such that negative input leads to de-
creased use.34

The effect of social support on contraceptive use pat-
terns has been examined in numerous settings.35–42 Such
studies show that a woman’s decisions about contracep-
tion may be influenced by the number and types of rela-
tionships within her social network and by her percep-
tions of prevailing social norms. In particular, when
women are uncertain of the merits of modern contracep-
tion, they decide about method use on the basis of dis-
cussions with networkmembers.40 Studies from countries
such as Kenya, Thailand, Cameroon and the Philippines
demonstrate that a woman’s contraceptive use is positive-
ly related to perceived encouragement by social network
members and negatively associated with perceived disap-
proval.37,43–45 Moreover, women with strong interperson-
al connections to contraceptive users are more likely than
others to use methods, whereas women with many con-
traceptive nonusers in their network are less likely than
others to use a method.43,44
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METHODS

Data Collection
The target group for this study was adult females aged
15–49 who were currently married, had been sexually ac-
tive in the 12months prior to interview andwished to pre-
vent or delay future pregnancies. We chose to limit the
study population in this manner because the majority of
sexual activity among DHS respondents in Cambodia oc-
curs within a marital union and because a woman who
wishes to delay or prevent future births ismost likely to be
using or in need of contraceptives.65 We selected two
provinces of Cambodia as the location for this study: Kam-
pong Thom in the North and Kampot in the South. The
populations of these two provinces are rural and poor, and
have educational, health utilization, wealth and employ-
ment characteristics that are similar to much of the rest of
Cambodia.
A two-stage stratified sample design was used to take a

representative sample of the target population; we used in-
formation from the 1998 population census to create the
sampling frame. In the first stage, we sampled townswith-
in provinces, using probability proportional to size. In the
second stage, we sampled households within towns, start-
ing at a randomly selected household and using a constant
interval to ensure an equal probability of selection per
household. Fifteen households from each selected town
were included. Once a household was selected for partici-
pation, a female interviewer created a household listing of
all eligible residents. A woman in the household was con-
sidered eligible if she was aged 15–49, a resident of the tar-
geted province and married; determination of fertility de-
sires was made upon recruitment. Only one eligible
participant from each selected householdwas interviewed.
A total of 750 women were eligible from towns located in
Kampot andKampong Thomprovinces; 706 of these were
successfully recruited for study participation, for a re-
sponse rate of 94%.
We used a structured questionnaire to collect informa-

tion on women’s current contraceptive use and their per-
ceptions of social support of contraception. The ques-
tionnaire was developed in English, translated into Khmer
and back-translated into English to ensure accuracy. Fe-
male interviewers administered surveys to eligible re-
spondents one-on-one in a private setting; interviews typ-
ically lasted 1–2 hours.

Measures
The outcome variable was a yes or no itemmeasuring cur-
rent contraceptive use. A positive response was recorded
if the participant was using any form of modern contra-
ception at the time of the survey; modern methods in-
cluded male or female sterilization, the pill, the IUD, the
injectable, the implant and condoms.
The main independent variables were 13 scaled items

measuring women’s perception of the social acceptability
of contraception among their husband, peers and elders.
For example, women were asked to indicate their level of

agreement with statements such as “Your husband thinks
it is a good idea for you to use a contraceptive method,”
“Most couples you know have used a contraceptive
method” and “If an elder says not to use a contraceptive
method, you should not use it.” Response options includ-
ed “strongly agree,” “agree,” “disagree” and “strongly dis-
agree”; for analyses, we created binarymeasures, with 0 re-
flecting the two “disagree” responses and 1 reflecting the
two “agree” responses. This was done both for simplifica-
tion of the model and because of the distribution of re-
sponses to the items.
Contraceptive knowledge was determined by asking

women to list anymodernmethods of contraception they
knew about; if a womanwas able to spontaneously identi-
fy at least one modern method, she was classified as hav-
ing knowledge of contraceptivemethods. Belief about con-
traceptive availability was measured by women’s
responses to two questions. First, womenwere asked a yes-
no question about whether modern methods were avail-
able in their community. Second, they were askedwhether
modern methods were “easy to obtain” in their commu-
nity; the four response options ranged from “strongly

The Role of Social Support and Parity onContraceptiveUse in Cambodia

TABLE1.Percentagedistributionof sexually activemarried
womenaged15–49whowish todelay childbirth,Cambodia

Characteristic %
(N=706)

DEMOGRAPHIC
Age
15–24 14.6
25–29 27.1
30–34 18.0
35–39 17.3
≥40 23.1

Socioeconomic status
Low 19.1
Middle 57.8
High 23.1

Education
None 12.8
Primary 63.8
≥secondary 24.1

Parity
0 1.8
1 22.1
2 25.5
3 19.4
4 14.2
5 9.3
≥6 7.6

FAMILYPLANNING
Currentlyusingamoderncontraceptivemethod
Yes 42.5
No 57.5

Knowledgeofmodernmethods
Yes 99.3
No 0.7

Believesmodernmethodsareavailablewhenneeded
Yes 96.9
No 3.1

Total 100.0
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secondary school education. On average, women had had
1.6 live births (not shown); 49%had had 0–2 children and
51% had had three or more.
Overall, 43% of women were currently using a modern

contraceptive method; a significantly greater proportion of
high-paritywomen than of low-paritywomen reported con-
traceptive use (46% vs. 38%; not shown). Virtually all
women reported having knowledge of modern contracep-
tivemethods andbelieving thatmethods are availablewhen
needed (99% and 97%, respectively). More than 92% of
womenwished to either stophaving children orwait at least
two years before their next birth, and all reported that it was
important to prevent pregnancy (not shown).

Individual Social Support Items and Contraceptive Use
•Husbands. In analyses of each individual partner influ-
ence measure (adjusted for social and demographic vari-
ables) in the full sample, three of the five statements were
associated with current use of a modern contraceptive
(Table 2). The odds of contraceptive use among women
who agreed with the statement “Your husband thinks it is
a good idea for you to use a contraceptive method” were
nearly three times those among women who disagreed

agree” to “strongly disagree,” and for analyses, we created
binarymeasures, with 0 reflecting the “disagree” respons-
es and 1 reflecting the “agree” responses.
We also included a measure of parity. Women were

asked howmany live births they had had, and for analyses
were classified as “low” (two or fewer children) or “high”
(three of more children) parity. This cutoff was chosen be-
cause of the distribution of births in the sample and the
current desired fertility level in Cambodia, which is fewer
than three children.6

In addition, we included several demographic control
variables, such as age, education and socioeconomic status.
Educational attainmentwas a categoricalmeasure, with re-
sponse options of “no education,” “any primary education”
and “any secondary or higher education.” Our measure of
socioeconomic status was created from several items ask-
ing about ownership of household commodities (e.g.,
radio, television,mobile phone, gas cooker, refrigerator, bi-
cycle, motorcycle) using principal components analysis.66

We used the Filmer and Pritchett procedure for principal
components analysis to yield standardized factor coeffi-
cient scores, which were then multiplied by the indicator
values to create a household socioeconomic status index
score. Only the first factor produced from this procedure is
used to represent the socioeconomic status index. The re-
sulting index quintiles were then collapsed to reflect low
(first and second quintile),medium (third and fourth quin-
tile) and high (fifth quintile) socioeconomic status.67

Analysis
First, we used logistic regression analyses to examine as-
sociations betweenwomen’s agreement with each individ-
ual social support item and their current contraceptive use.
These regressionmodels were conducted first with the en-
tire sample, and then stratified by parity. Each model was
adjusted for age, education and socioeconomic status; the
model among all women was also controlled for parity.
Next, we usedmultivariate logistic regression to identi-

fy associations between contraceptive use and the social
support items found to be significant in the previous bi-
variate analyses. Three sets ofmodels were conducted, one
each for the full sample of women, the low-parity women
and the high-parity women. Model 1 included the hus-
band support items, Model 2 the peer support items,
Model 3 the elder support items and Model 4 all social
support items. All regression models controlled for
woman’s age, education, socioeconomic status and, in the
case of the all-women model, parity.

RESULTS

Sample Characteristics
Themean age of women in the sample was 32.7 years; age
was fairly equally distributed across the five-year age-
groups (Table 1). Nineteen percent of womenwere of low
socioeconomic status, 58%medium and 23%high. Ama-
jority (64%) had had some primary education; 13% had
had no formal schooling and 24% had had at least some

TABLE2.Percentageofwomenwhoagreewith statements regarding social support
of contraceptive use; andodds ratios from logistic regressionanalyses to identify
associations between individual social support itemsanduseofmodern contracep-
tives—bothbyparity

Statement All Low parity† High parity†
(N=706) (N=336) (N=370)

% Odds % Odds % Odds
ratio ratio ratio

Husband
Your husband thinks it is a good idea for you
touse a contraceptivemethod 91.1 2.76*** 89.9 2.48* 92.2 2.59*

Your husband supports theuseof
contraceptivemethods 96.6 1.01 96.4 0.54 96.8 1.65

Your husband is theonewhomakes thefinal
decision about contraception 44.8 0.50*** 45.2 0.83 44.3 0.31***

You feel nervous aboutdiscussing
contraceptionwith your husband 48.3 0.60** 46.1 0.55* 50.3 0.63*

Your husbandever encouragedyou
touse a contraceptivemethod 41.8 0.90 67.9 0.89 64.2 0.93

Peers
Your friends think it is a good idea for you to
use a contraceptivemethod 95.2 1.12 94.6 0.74 95.7 2.05

Women in your community encourageeach
other touse contraceptivemethods 95.2 0.64 94.9 0.85 95.4 0.62

Most couples you knowhaveuseda
contraceptivemethod 93.8 1.33 93.5 3.61* 93.5 0.67

Peers ever encouragedyou touse a
contraceptivemethod 31.7 1.44* 30.7 1.32 32.7 1.54

Elders
Elders in your community think youngwomen
shouldnot use contraceptivemethods 48.7 0.70* 49.1 0.94 48.5 0.52**

Elders in your family think you shouldnot
use a contraceptivemethod 20.7 0.85 23.5 0.94 18.1 0.73

Elders in the community discouragewomen
fromusing contraceptivemethods 20.3 0.87 21.2 1.20 19.2 0.65

If an elder says not touse a contraceptive
method,you shouldnot use it 24.1 0.62* 25.0 0.69 23.2 0.54*

*p<.05. **p<.01. ***p<.001.†Low parity=0–2 children;high parity=≥3 children.Notes:Modern contraceptive
methods includemaleor female sterilization,thepill,the IUD,the injectable,the implantor condoms.Social and
demographic controls include age,education,socioeconomic status and, in the all womenmodel,parity.
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(odds ratio, 2.8). In contrast, womenwho agreedwith the
statements “Your husband is the one whomakes the final
decision about contraception” or “You feel nervous about
discussing contraception with your husband” were less
likely than others to be practicing contraception (0.5 and
0.6, respectively).
Among both low- and high-parity women, believing that

one’s husband thinks contraception is a good idea was
positively associated with contraceptive use (2.5 and 2.6,
respectively), whereas feeling nervous about discussing
contraception with one’s husband was negatively associ-
ated with use (0.6 each). In addition, women in the high-
parity group who reported that their husband makes the
final decision about contraception had lower odds of con-
traceptive use than other women (0.3).
•Peers. In the full sample, women who agreed with the
statement “Peers ever encouraged you to use a contracep-
tive method” had greater odds of contraceptive use than
those who disagreed (odds ratio, 1.4). Among low-parity
women, agreeing with statement “Most couples you know
have used a contraceptive method” was positively associ-
ated with contraceptive use (3.6).
•Elders. In the full sample, women who agreed with the
statements “Elders in your community think young

women should not use contraceptivemethods” and “If an
elder says not to use a contraceptive method, you should
not use it” had significantly lower odds of currently using
a modern contraceptive than did those who disagreed
(odds ratios, 0.7 and 0.6, respectively). Agreeing with
those statements was also associated with lower odds of
contraceptive use among high-parity women (0.5 each).

All Social Support Items and Contraceptive Use
•All women. The results from multivariate regression
analyses of each group of social support items conducted
among the full sample of women were similar to those
from the analyses of individual items (Table 3). In the
model containing all three husband support statements
found to be significant in individual analyses, each item re-
mained associatedwith contraceptive use. Agreement with
the statements “Most couples you know have used a con-
traceptive method” in the peer model and “Elders in your
community think young women should not use contra-
ceptive methods” in the elders model lost significance in
analyses with other group items.
In themodel that included all social support items, hus-

band support emerged as the most important in terms of
women’s contraceptive behavior. Most notably, the odds

The Role of Social Support and Parity onContraceptiveUse in Cambodia

TABLE3.Odds ratios (and95%confidence intervals) frommultivariate logistic regressionanalyses ofmodern contraceptive
use amongallwomen,bywomen’s agreementwith social support statements

Variable Model 1 Model 2 Model 3 Model 4

SOCIAL SUPPORT
Husband
Your husband thinks it is a good idea for you touse a
contraceptive method 2.67 (1.50–4.74)** .na .na 3.39 (1.85–6.23)***

Your husband is theonewhomakes thefinal decision
about contraception 0.51 (0.37–0.70)*** .na .na 0.58 (0.40–0.84)**

You feel nervous aboutdiscussing contraception
with your husband 0.67 (0.49–0.93)** .na .na 0.64 (0.45–0.90)*

Peers
Most couples you knowhaveuseda
contraceptivemethod .na 1.27 (0.68–2.40) .na 1.77 (0.89–3.52)

Peers ever encouragedyou touse a contraceptivemethod .na 1.43 (1.03–2.00)* .na 1.22 (0.86–1.73)

Elders
Elders in your community think youngwomen
shouldnot use contraceptivemethods .na .na 0.74 (0.54–1.01) 0.80 (0.55–1.16)

If an elder says not touse a contraceptivemethod,
you shouldnot use it .na .na 0.66 (0.45–0.96)* 0.53 (0.36–0.79)**

DEMOGRAPHIC
Education
None (ref) 1.00 1.00 1.00 1.00
Primary 1.52 (1.01–2.27)* 1.58 (1.06–2.35)* 1.58 (1.06–2.35)* 1.64 (1.08–2.48)*
Secondary 1.08 (0.70–1.67) 1.15 (0.75–1.77) 1.12 (0.73–1.71) 1.18 (0.76–1.83)

Socioeconomic status
Low (ref) 1.00 1.00 1.00 1.00
Middle 1.66 (1.10–2.52)* 1.70 (1.13–2.55)* 1.71 (1.14–2.57)** 1.69 (1.11–2.57)*
High 2.15 (1.33–3.46)** 2.22 (1.39–3.56)** 2.17 (1.36–3.47)** 2.30 (1.42–3.74)**

Parity
0–1 (ref) 1.00 1.00 1.00 1.00
2 2.49 (1.53–4.05)*** 2.34 (1.46–3.76)*** 2.21 (1.36–3.47)** 2.32 (1.41–3.81)***
3 2.49 (1.44–4.33)*** 2.13 (1.25–3.64)** 1.96 (1.15–3.36)** 2.50 (1.34–4.11)**
≥4 2.21 (1.26–3.88)*** 2.27 (1.31–3.93)*** 2.08 (1.20–3.62)*** 2.09 (1.18–3.70)***

Age 1.01 (0.98–1.03) 1.00 (0.98–1.03) 1.00 (0.98–1.03) 1.00 (0.98–1.04)

*p<.05.**p<.01.***p<.001.Notes:na=not applicable.ref=reference group.
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model, the odds of contraceptive use among women who
agreed that most couples in their community used contra-
ceptive methods were more than four times as high as
those among women who did not agree (odds ratio, 4.4).
Husband’s positive attitude toward contraception re-
mained strongly associated with contraceptive use among
low-parity women (3.2). Likewise, apprehension about
talking to one’s husband about contraception remained
negatively associated withmethod use (0.6). Interestingly,
agreeing that one should follow an elder’s admonishment
against practicing contraception (“If an elder says not to
use…”), which was not related to use in the elder model,
was negatively associated with use in the full model (0.5).
•High-parity women. For high-parity women, husband
and elder support items, but not peer influence items,
were associated with contraceptive use (Table 5, page
128). In the husband model, women who believed that
their husband had a positive attitude toward contracep-
tion were more likely than others to be using a method
(odds ratio, 2.5); womenwho reported that their husband
makes the contraceptive decisions were significantly less
likely than others to be current users (0.3). In the elders
model, both of the elder support statements were nega-
tively associated with contraceptive use (0.6 each).
Findings from the full model for high-parity women

show a strong association between husband’s support and
contraceptive use. Women who believed that their hus-
band had a positive attitude toward contraception had

of contraceptive use associated with the husband’s atti-
tude toward contraception were higher in the full model
than in the partnermodel (odds ratio, 3.4 and 2.7, respec-
tively); having a husband who makes the final decision
about contraception and feeling nervous about discussing
contraceptionwith one’s husband remained negatively as-
sociatedwithmethod use (0.6 each). In contrast, the odds
of contraceptive use associated with agreeing with the
statement “If an elder says not to use a contraceptive
method, you should not use it” were even lower in the full
model than in the eldersmodel (0.5 and 0.7, respectively);
the association between peer encouragement and contra-
ceptive use found in the peermodel was no longer present
in the full model. Interaction models were conducted for
all social support terms in the full model, but none were
significant.
•Low-parity women. Among low-parity women, only two
social support items were significant in the husband
model, while one was significant in the peer model and
none in the eldermodel (Table 4). Having a husbandwith
a positive attitude toward contraception and believing that
most couples use contraceptives were positively associat-
edwith current contraceptive use (odds ratios, 2.2 and 3.5,
respectively), and apprehension about communication
with one’s husband about contraceptionwas negatively as-
sociated with using a method (0.6).
Peer norms emerged as being most strongly associated

with contraceptive use among low-paritywomen. In the full

TABLE4.Odds ratios (and95%confidence intervals) frommultivariate logistic regressionanalyses of low-paritywomen’s
modern contraceptive use,bywomen’s agreementwith social support statements

Variable Model 1 Model 2 Model 3 Model 4

SOCIAL SUPPORT
Husband
Your husband thinks it is a good idea for you to
use a contraceptivemethod 2.21 (1.04–4.69)* .na .na 3.23 (1.43–7.34)**

Your husband is theonewhomakes thefinal decision
about contraception 0.88 (0.55–1.41) .na .na 0.93 (0.55–1.58)

You feel nervous aboutdiscussing contraception
with your husband 0.59 (0.37–0.95)* .na .na 0.60 (0.36–0.99)*

Peers
Most couples you knowhaveuseda
contraceptivemethod .na 3.46 (1.11–10.73)* .na 4.42 (1.32–14.78)*

Peers ever encouragedyou touse contraceptivemethod na 1.26 (0.78–2.03) .na 1.05 (0.63–1.73)

Elders
Elders in your community think youngwomen
shouldnot use contraceptivemethods .na .na 0.99 (0.62–1.57) 0.84 (0.50–1.44)

If an elder says not touse a contraceptivemethod,
you shouldnot use it .na .na 0.69 (0.40–1.19) 0.53 (0.30–0.95)*

DEMOGRAPHIC
Education
None (ref) 1.00 1.00 1.00 1.00
Primary 1.59 (0.82–3.06) 1.50 (0.78–2.87) 1.53 (0.80–2.91) 1.74 (0.88–3.44
Secondary 0.99 (0.50–1.97) 0.98 (0.50–1.95) 0.98 (0.50–1.93) 1.06 (0.52–2.15)

Socioeconomic status
Low (ref) 1.00 1.00 1.00 1.00
Middle 2.02 (1.08–3.81)* 2.10 (1.12–3.94)* 2.03 (1.09–3.80)* 2.05 (1.08–3.92)*
High 3.21 (1.52–6.76) 3.52 (1.68–7.39)** 3.17 (1.52–6.59) 3.41 (1.60–7.28)**

Age 1.02 (0.98–1.06) 1.02 (0.97–1.06) 1.02 (0.98–1.06) 1.02 (0.97–1.06)

*p<.05.**p<.01. Notes:na=not applicable.ref=reference group.
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odds of being a current user of modern contraceptives
more than three times those among other women (odds
ratio, 3.1). In contrast to the finding among low-parity
women, husband’s decisionmakingwas strongly and neg-
atively associated with contraceptive use in the full model
among high-parity women (0.4). Apprehension about talk-
ing to one’s husband about contraception was also nega-
tively associated with method use (odds ratio, 0.6). In ad-
dition, high-parity womenwho agreed with the statement
“If an elder says not to use a contraceptive method, you
should not use it” had half the odds of using a contracep-
tive as others (0.5).

DISCUSSION

This study is the first to examine quantitatively the role of
social support in women’s contraceptive use in Cambodia.
Furthermore, it is the first in any setting to explore how
the associations between social support andwomen’s con-
traceptive use differ by parity.
Our findings confirm that knowledge of contraceptives

and perceived availability of methods in this population is
high. Furthermore, the results suggest that social support
of husbands, peers and elders are associated with
women’s contraceptive use. These findings are especially
pertinent because the sample is made up largely of poor,
rural women, who are at increased risk of having an unmet
need for contraception.13,15,25–27,43 Moreover, even in
analyses that controlled for such key social and demo-

graphic characteristics as education, age and socioeco-
nomic status, certain aspects of social support remained
associated with modern method use.
Our findings indicate that husbands, peers and elders

can all influence the contraceptive choices of women, and
that this influence differs by women’s parity. If a woman
believes that her husband supports contraception, her
odds of using a method are increased; conversely, when a
woman feels nervous about communicating with her hus-
band about contraception or her husbandmakes the con-
traceptive choices, her likelihood of using a method is de-
creased. Elders’ negative opinions about contraception are
also related to a women’s decreased likelihood of contra-
ceptive use, perhaps because of deference. In a culture
such as Cambodia’s, where elders’ viewpoints are highly
regarded, their negative attitudes toward contraception
can pose a significant barrier to use.57 Finally, in the full
sample, peer attitudes seemed less important to contra-
ceptive use than the attitudes of husbands or elders.
In addition to exploring the relationship between social

support and contraceptive use, this study examined the na-
ture of this relationship for women of different parities. No
study to date has examined the role of parity in the rela-
tionship between social support and contraceptive use,
though evidence points to varying family planning needs
for women at different stages of their reproductive life.26 As
shown here, the opinion of partners, peers and elders can
affect a woman differently, depending on whether she has

The Role of Social Support and Parity onContraceptiveUse in Cambodia

TABLE5.Odds ratios (and95%confidence intervals) frommultivariate logistic regressionanalyses of high-paritywomen’s
modern contraceptive use,bywomen’s agreementwith social support statements

Variable Model 1 Model 2 Model 3 Model 4

SOCIAL SUPPORT
Husband
Your husband thinks it is a good idea for you to
use a contraceptivemethod 2.52 (1.07–5.97)* .na .na 3.10 (1.26–7.64)*

Your husband is theonewhomakes thefinal
decision about contraception 0.31 (0.20–0.49)*** .na .na 0.39 (0.23–0.66)***

You feel nervous aboutdiscussing contraception
with your husband 0.70 (0.45–1.08) ..na .na 0.61 (0.38–0.98)*

Peers
Most couples you knowhaveuseda
contraceptivemethod .na 0.66 (0.28–1.54) .na 1.04 (0.41–2.66)

Peers ever encouragedyou touse contraceptivemethod .na 1.55 (0.98–2.46) .na 1.36 (0.82–2.24)

Elders
Elders in your community think youngwomen should
not use contraceptivemethods .na .na 0.55 (0.36–0.85)** 0.79 (0.47–1.34)

If an elder says not touse a contraceptive
method,you shouldnot use it ..na .na 0.59 (0.35–0.99)* 0.48 (0.27–0.85)*

DEMOGRAPHIC
Education
None (ref) 1.00 1.00 1.00 1.00
Primary 1.42 (0.84–2.40) 1.59 (0.96–2.63) 1.63 (0.98–2.71) 1.47 (0.86–2.55)
Secondary 1.23 (0.70–2.12) 1.31 (0.75–2.29) 1.29 (0.74–2.24) 1.31 (0.73–2.36)

Socioeconomic status
Low (ref) 1.00 1.00 1.00 1.00
Middle 1.38 (0.79–2.42) 1.45 (0.85–2.48) 1.51 (0.88–3.06) 1.47 (0.83–2.60)
High 1.51 (0.80–2.85) 1.63 (0.88–3.00) 1.64 (0.88–3.06) 1.76 (0.92–3.40)

Age 1.01 (0.98–1.05) 1.01 (0.98–1.04) 1.01 (0.98–1.05) 1.02 (0.98–1.05)

*p<.05.**p<.01.***p<.001.Notes:na=not applicable.ref=reference group.
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a priority for in-country applications.
Social support is highly correlated with contraceptive

use and can come frommultiple sources; therefore, future
research on family planning should include this compo-
nent when considering factors that relate to women’s con-
traception. If addressing social support becomes part of
family planning programs, women may be better able to
meet their fertility desires, subsequently reducing unmet
need for contraceptives and its related consequences in
Cambodia and beyond.
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mentar la aprobación de los hombres respecto a la anticon-
cepción, mejorar la comunicación de las parejas en torno a la
planificación familiar y reforzar la confianza de las mujeres en
su toma de decisiones reproductivas.

RÉSUMÉ
Contexte: Au Cambodge, le besoin non satisfait de contra-
ception est grand. Les études donnent à penser que le soutien
social et la parité jouent chacun un rôle dans la décision
contraceptive.
Méthodes: Les participantes à un échantillon représentatif de
706 femmes mariées en âge de 15 à 49 ans résidentes de deux
provinces rurales du Cambodge et qui désiraient ne pas avoir
d’enfant à court terme, ont été interviewées au sujet de leur
pratique contraceptive et de leurs perceptions du soutien de leur
époux, de leurs pairs et de leurs aînés à l’égard de la contra-
ception. Les associations entre les mesures de soutien et la pra-
tique courante de méthodes modernes ont été examinées par
analyses multivariées, sur l’ensemble des femmes et en fonction
de la parité.
Résultats: Dans l’ensemble, 43% des femmes pratiquaient
une méthode contraceptive moderne. Celles qui pensaient que
leur mari avait une attitude positive à l’égard de la contracep-
tion se sont révélées plus susceptibles de pratiquer une métho-
de (rapport de probabilités, 3,4), tandis que celles qui appré-
hendaient l’idée de parler de la contraception avec leur mari
l’étaient moins (0,6). Ces variables restent associées dans les
analyses en fonction de la parité. Sur l’ensemble des femmes et
parmi celles à parité élevée, celles dont le mari avait le dernier
mot dans la décision relative à la contraception s’avèrent moins
susceptibles que les autres de pratiquer une méthode (0,6 et
0,4, respectivement). La perception que la plupart de leurs
pairs pratiquent la contraception présente une forte association
avec l’usage d’une méthode parmi les femmes à parité faible
(4,4). Dans tous les groupes, les femmes qui se plient à
l’opinion des aînés opposés à la contraception présentent une
moindre probabilité de la pratiquer (0,5 dans chaque groupe).
Conclusions: Pour promouvoir la pratique contraceptive, les
programmes de planification familiale doivent mettre l’accent
sur le renforcement de l’approbation masculine de la contra-
ception, l’amélioration de la communication entre partenaires
sur la planification familiale et le soutien de la confiance des
femmes dans leur aptitude à prendre leurs décisions de nature
génésique.
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RESUMEN
Contexto: En Camboya, la necesidad insatisfecha de anticon-
cepción es alta. Los estudios sugieren que tanto el apoyo social
como el actual tamaño de la familia juegan un papel impor-
tante en la toma de decisiones sobre el uso de anticonceptivos.
Métodos: Una muestra representativa de 706 mujeres casa-
das en edades de 15–49 años, de dos provincias rurales en
Camboya y que deseaban posponer un nacimiento, fueron en-
trevistadas acerca de su uso de anticonceptivos, y sus percep-
ciones sobre el apoyo a la anticoncepción por parte de sus es-
posos, pares y mayores. Utilizando análisis multivariado para
las mujeres en su conjunto y según su paridad, se examinó las
asociaciones entre las medidas de apoyo y el uso actual de los
métodos modernos.
Resultados: En general, el 43% de las mujeres estaban usan-
do un método moderno. Las mujeres que creían que sus espo-
sos tenían una actitud positiva hacia la anticoncepción, tuvie-
ron mayor probabilidad de usar un método que aquellas que
no lo creían así (razón de momios, 3.4); mientras que las mu-
jeres que no sentían confianza de hablar de anticoncepción con
sus esposos tuvieron menor probabilidad de usar un método
que las otras (0.6); estas asociaciones continuaron siendo sig-
nificativas en los análisis por paridad. En todas las mujeres y
en las de alta paridad, aquellas cuyos esposos tomaban la de-
cisión final acerca de la anticoncepción tuvieron menor pro-
babilidad de usar un método que las otras mujeres (0.6 y 0.4,
respectivamente). En las mujeres con baja paridad, la percep-
ción de que la mayoría de sus pares practicaban la anticon-
cepción tuvo una fuerte asociación con su propio uso de méto-
dos (4.4). En todos los subgrupos analizados, las mujeres que
estuvieron de acuerdo con que no se debe practicar la anticon-
cepción si una personamayor se lo opone, tuvieronmenor pro-
babilidad de usar un método (0.5 cada uno).
Conclusiones: Para promover el uso de anticonceptivos, los
programas de planificación familiar deben enfocarse en au-


