Contraceptive Need Among Cambodian Refugees
Table 2. Number of women obtaining contraceptives from the Khao Phlu maternal and
child health center, by method obtained, according to month, Nov. 1997–July 1998
Month

Pill

Injectable

Condom

November
December
January
February
March
April
May
June
July

6
25
7
22
40
57
54
99
136

0
25
14
21
27
17
21
23
28

6
6
7
27
3
0
16
51
95

Discussion
Women, midwives, traditional birth attendants and men all clearly indicated the
need for contraceptive services in Khao
Phlu. Misconceptions about method safety combined with problems typically encountered in refugee situations (such as
distance to the health center and difficulties communicating about the availability of services) present complex obstacles
to providing comprehensive reproductive
health services in refugee camps. That
refugee populations under stress may
cling to cultural beliefs more strongly than
they would in their own country may explain why fears of promiscuity created a
formidable barrier to contraceptive use in
Khao Phlu.
Individual and group education among
providers and women alike can raise
awareness about the nature and availability of contraception, and can dispel
myths surrounding its side effects. In the
current study, contraceptive education offered during interviews appeared to play
a role in encouraging women to seek contraceptives from the maternal and child
health center.
Because traditional birth attendants
are so numerous and can work so closely
with women in refugee situations,
involving them in contraceptive distribution among women may alleviate problems of shyness and lessen the difficulty
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of traveling to the maternal and child
health center. Involving men in decisionmaking may reduce the threat that fertility control presents, and may increase the
effectiveness of a reproductive health initiative. However, it should not hinder the
preservation of confidentiality and human
rights for women who may want to gain
access to contraception without a man’s
approval.
Any plan to implement emergency contraception services as part of a response
to sexual and gender-based violence must
first address women’s need for confidential and discreet care to help deal with
shame, possible ostracism and trauma
after rape. In addition, refugee camp
workers should be aware of issues of rape,
even if women’s health is not their designated field.
It is important to stress that women can
use emergency contraception for any unplanned intercourse. Women’s need for
emergency contraception may best be assessed by examining their frequency of
unplanned intercourse, rather than by assessing how many women have been victims of rape. If midwives and traditional
birth attendants are able to increase
knowledge about the existence of emergency contraception, women will be able
to avoid the painful and perhaps dangerous side effects of poorly performed abortions or of the herbal methods mentioned
in focus groups.
This study has several limitations. The
sample size was not large enough to
generalize results to the camp as a whole.
It was difficult to obtain a random
sample of women interviewees and male
focus-group participants. The paucity of
data collected from young, single and
widowed women reflects the difficulties
of reaching these vulnerable groups.
In addition, all focus-group leaders were
women, which may have affected the answers given by men. Finally, generalizability of results to camps in other parts

of the world is limited because of specific cultural norms in the border areas
of Cambodia.
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