people who came from the cities, or
among those suspected of being part of
the government.
Other barriers to contraceptive use for
individual women were a direct result of
living in the camp. For example, 34% of
women reported that heavy rains during
the monsoon season made it difficult to
travel to the maternal and child health center, or that these facilities were too far from
their section in the camp. Although a majority of women thought oral contraceptives (68%), condoms (52%) and injectables
(65%) were more available in the camp
than in Cambodia, 32% were unaware that
oral contraceptives were supplied through
the maternal and child health clinic, 36%
that the injectable was available and 48%
that condoms were supplied.
Women also noted providers’ unwillingness to prescribe contraception as an
additional barrier to contraceptive use in
Khao Phlu. Thirteen percent of women reported that midwives at the maternal and
child health clinic were unwilling to supply them with contraceptives. Interviews
with midwives confirmed this: Nearly all
indicated that they would not provide oral
contraceptives, injectables or condoms to
an unmarried woman, and a majority stated they would not provide hormonal contraception to a woman who was older
than 42, who had not had children or who
was unhealthy (Table 1). Several midwives also indicated they would not provide women with contraceptives if they
were younger than 18, if they had recently given birth or had had an abortion, or
if they were commercial sex workers. In
general, midwives were less reluctant to
offer women condoms than they were to
provide hormonal contraceptives.
In the case of tubal ligation, interviews
revealed that women were considered
candidates for this procedure only after
receiving approval from their husbands,
their section leader and the camp leader.
Although the American Refugee Committee did not sanction the procedure,
Khmer surgeons provided instruments
and supplies and performed the procedure under general anesthesia in the
camp. Sixty-three percent of women felt
that tubal ligation was more available in
Cambodia than in the camp, whereas 27%
felt they had more access to this method
in the camp. Cost may have been a barrier to obtaining this method. Although one
interviewee stated that the price for the
procedure was determined on a sliding
scale based on need, another woman reported the cost was 3,000 Baht (approximately $75).
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Emergency Contraception
None of the women interviewed or the
men participating in focus groups were
familiar with emergency contraception.
Only two of the 10 midwives interviewed
and none of the traditional birth attendants knew about this method. One
midwife familiar with emergency contraception was not aware that it could be
used in situations other than rape, nor was
she aware that emergency contraception
was simply oral contraceptives taken at a
higher dose.
Participants were educated about the
use of emergency contraception, and subsequently, 98% of interviewees stated that
they would like to see this method available at the camp. Three traditional birth
attendants indicated that they knew
women who could use the method that
very day. Men in all three focus groups indicated that they found postcoital contraception acceptable. In fact, men in each
focus group mentioned the existence of an
herbal preparation (a mixture of herbs, papaya leaves and wine) that a woman
could take after she had missed her period. Men were interested in a pill that
would not cause as much pain and bleeding as herbal methods. Thirty-six percent
of women also reported knowing of oral
herbal methods for preventing pregnancy either before or after a missed period.
Women respondents had reservations
about providing unmarried women access
to emergency contraception. Although
women unanimously endorsed use of
emergency contraception in cases of rape,
only 10% said it was acceptable for all
women to receive emergency contraception regardless of age or marital status; 40%
said women younger than 18 should not
have access to the method. Women were
more likely to endorse use of emergency
contraception for commercial sex workers
(38%) than for unmarried women (23%).
Other barriers also existed. Men in all
focus groups indicated that women
believed it was fate whether they became
pregnant, suggesting that women might
not utilize emergency contraception. In
addition, traditional birth attendants had
difficulty understanding the specifics of
using the method.
Although 30% of women interviewees
stated that they knew of women who had
been forced into trading sex for food,
money or protection and 16% said that
either they or someone they knew had
been raped at the camp, midwives did not
express knowledge about exploitation and
rape. This difference may serve as another barrier to contraceptive use and may

Table 1. Number of midwives who said they
would not provide women with a contraceptive, by reason for refusal, according to
method (N=10)
Reason

Pill

Injectable

Condom

Age <18
Age >42
Unmarried*
No children
Recent abortion†
Recent birth
Commercial sex
worker
Unhealthy‡

5
6
9
7
4
4

4
7
8
7
3
4

1
1
9
3
2
1

5
7

5
7

4
1

*Single or a widow. †Induced or spontaneous. ‡For any reason.
Note: All reasons refer specifically to married women, except “unmarried” and “commercial sex workers” (who could be married or
single).

result from differences in perceptions.
While Western observers may consider as rape any situation in which a women
is forced to have intercourse, Cambodians
do not necessarily perceive that intercourse is something a married or widowed woman can choose not to have. A
Cambodian man is usually considered
head of the family, and if a husband wants
to have intercourse with his wife, she may
have little choice in the matter.13 Similarly, if a man wants to extort sex for food,
protection or money from a widow, she
may have little recourse but to accept the
situation. Moreover, shame and secrecy
surround rape.14 Traditional birth attendants in both focus groups said that rape
is rarely reported and that providers may
not be aware of it unless it happens to a
close friend. As one stated, “For the lady
who was raped, it is confidential and she
does not tell us...and sometimes the
maternal and child health center is too
far away.”
Change over Time
From a review of data entered by midwives
into the clinic register, it was possible to determine the number of refugee women who
obtained contraceptives over the study period. Demand for oral contraceptives and
condoms increased dramatically. During
the six months prior to the study, 310
women obtained contraceptives from the
center. During the three-month study period, a total of 523 women received contraceptive supplies (Table 2, page 192). In a
neighboring camp (also administered by
the American Refugee Committee), there
was no significant increase in contraceptive
requests in either June or July 1998. While
a number of factors might explain these
data, the increase may have resulted from
the information given to interviewees and
subsequent word-of-mouth communication to friends and family in the camp.
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