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2 Executive Summary

Purpose and description of the Study

ADRA Cambodia together with its implementing partner, Reproductive and Child Health Alliance
(RACHA), implemented the Rural Cambodia Youth Sexual and Reproductive Health (RCYSRH)

project in three operational districts (OD) - Baray-Santuk, Stoung and Thaeng Meanchey located

in two provinces, Kompong Thom and Preah Vihear respectively. The RCYSRH project was
designed to address the needs for 1) increased knowledge and awareness, 2) improved access to
information and appropriate health services and 3) community advocacy for sexual and
reproductive health services for youth. The goal of the study was to explore if there were
differences in knowledge, attitudes and practices of youth in school between schools that utilized
only the Ministrski loifs Hdourc aHliVonAIODLS fEeducati onod cur
the RCYSRH project fAiSexual and Reproductive Heal

Evaluation findings

The mean age of the 220 respondents indicated that the males were slightly older than the
females. The majority of them identified themselves as Buddhist and very few were Muslim. All
respondents were unmarried. A majority reported coming from medium to large households and
living with both parents. Fathers were reported as the only breadwinners by a significant number of
respondents. Very few reported having a brother or sister as the breadwinner. Many felt that the
family income was adequate.

Attitudes toward Reproductive Health
In response to questions about the use of condoms and their reducing sexual pleasure, a majority
of males did not agree compared with females. When asked if carrying condoms was difficult,

more females than males agreed that it was fAnot
agreed thatitwas dif f i cul t compared to femal es. Mor e f ema
they are responsible for their own well-being compared to males. More females did not agree that

women who carry condoms are fieasyo or fiesdidxki f ema

Refusing Sexual Intercourse

A majority of the females felt very confident or somewhat confident compared to males that they
would refuse sex with someone they cared about deeply or someone who paid school fees for
them and demanded sex. Overall, the females felt very confident or somewhat confident that they
would refuse sexual advances from men who offered them gifts, someone they had known for
days, or they had known for months.

Contraceptive Compliance

A significant number of both males and females felt very confident or somewhat confident that they
would use contraceptives with someone they cared about deeply, someone who had paid school
fees for them and was demanding sex, someone who offered them gifts, a teacher or an employer
and someone they had known for days or months.

Sexual Practices
All the females reported not having had sex in the last six months prior to this survey while a few
males reported having sex. A small number of those who had sex used condoms while a
significant number did not. The question on the number of partners one had had in the last six
months did not have corresponding answers to denote numbers. This was an oversight on the part
of the researchers.

Alcohol and Drug Use

A significant number of males and only a few females reported having drunk alcohol in the last
month. The number of times varied from one to more than six times and the number of drinks from
one drink to more than four. Approximately all the males and the females used drugs the last time
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they had sex. There seems to be more sex taking place under the influence of drugs than under
the influence of alcohol. The use of drugs varied with all females saying they used drugs at least
once compared to significantly less males.

Family Conditions

A large majority of respondents said that adult family members spent time with them that they
were very close or close to their parents, and that they can approach their parents or other adult
members of their families about their problems. In addition, respondents reported that their parents
cared about them and that they felt important and valued by their parents as well as other adult
family members. However, many of these youths indicated that their parents did not help them
with their homework or studies. This may be a reflection of the level of literacy among the adults

Gender Differences

Males migrate more often than females. However, more females reported abuse or oppression on
the job. Some abusive practices reported included discrimination, unfair treatment, being cheated
on salary payments and/or hours worked.

Both genders agree that condom use does not reduce sexual pleasure, and that carrying condoms
is not difficult. Both also agree that carrying and using a condom is a sign of mutual respect

betweenpar t ner s. A significant number also agreed

actions and behavior. Most males agree that having sex prior to marriage is not a sign of
manhood.

All the female respondents reported that they did not engage in any sexual activity in the previous
6 months. Alcohol consumption varied between the genders with males reporting a greater
frequency of alcohol consumption in comparison to females. Both genders reported a strong family
support system, which is a positive reflection of strong Khmer family ties.

Provincial Differences

More respondents in PV (Preah Vihear Province) than in KPT said that unmarried adolescents do
not need to use condoms in sexual encounters. Also more of them said that they are more
responsible for their self being. There was a greater perception of risk for pregnancy, contracting
STls or HIV among those in KPT (Kampong Thom Province). More respondents in PV agreed that
a woman cannot get pregnant the first time she has sex. Confidence to refuse sexual intercourse
was expressed almost equally in both sites as well as contraceptive use under the different
circumstances in the questions. The section on sexual practices needed to be revisited as it
appears to either have not been clearly understood or that the respondents did not want to
disclose their practices for various reasons.

There was more drinking of alcohol in PV than in KPT, but surprisingly there was very little sexual
activity reported whether it was under the influence or without the influence of alcohol or drugs.
This makes one wonder whether this particular question was truthfully answered. Family
relationships were rated as close or very close in both sites.

Conclusion

Overall, there were more similarities in the outcomes of the projects than there were differences.
One may conclude that both methodologies were equally effective in transmitting the messages on
youth sexual and reproductive health although caution must be exercised because this was not a
randomized controlled study.

The study disclosed some significant differences in knowledge, attitudes and practices between
males and females. However, there were no significant differences between the two sites when
the males and females were bundled together. In other words, one cannot confidently conclude
from these results, that the program had greater impact in Kampong Thom province than in Preah
Vihear province.

t



3 Introduction

a. Background

ADRA Cambodia together with its implementing partner, Reproductive and Child Health Alliance
(RACHA), implemented the Rural Cambodia Youth Sexual and Reproductive Health (RCYSRH)
project in three operational districts (OD)- Baray-Santuk, Stoung and Thaeng Meanchey located
in two provinces, Kompong Thom and Preah Vihear respectively. The direct beneficiaries of the
project were 171, 000 rural youth aged 10-24 years, who indirectly affected the lives of an
additional 331,000 people. This three year program began in August 2006 and was funded by the
European Commission under its Program Aid for Policies and Actions on Reproductive and Sexual
Health and Rights in Developing Countries, ADRA Germany and ADRA Norway

The RCYSRH project was designed to address the needs for

1. increased knowledge and awareness,

2. improved access to information and appropriate health services and

3. community advocacy for sexual and reproductive health services for youth.

To meet these needs, the program worked towards:

1. Empowering provincial and district level employees of the Ministry of Health (MoH), Ministry of
Womenédés Affairs (MoWA) and Ministry of Education
2. The provision of training, coachi ngdferralhadpitanent o
and schools,

3. The establishment and provision of youth friendly services and information centers for in-school

and out-of school youth, commune council members, health center staff and teachers

4. The formation of community-based training teams (CBTT) and school-based training teams

(SBTT) for the provision of training, coaching and mentoring of youth, religious leaders, village

health support groups (VHSG), and

5. The training of health center management committees (HCMC) to be community youth
advocates.

The master training curriculum was developed from selected information of currently available
curricula and was adapted to the needs of the target groups.

Teachersd training focused on yout h neepts, wsdho-and
social development, human rights, life-skills and counseling skills. Following the training, teachers

were expected to introduce these topics in their teaching curricula. To reach out-of-school youths,

the project contacted local authorities and identified youth who were active in the community and
trained them as peer educators. These youth functioned as peer educator leaders conducting
outreach activities in their communities.

The project established youth-friendly health services at each health center, referral hospitals and
is (at the time of writing this report) in the process of establishing school youth corners. Youth-
friendly services recognize that young people have special needs for information and services that
differ from those of adults T for example, a greater need for privacy and a need not to be judged
by adults. They also established separate rooms for counseling where a peer educator was on
hand to facilitate discussion. Complementary to the youth corners is a library with reading
materials, posters, games and information, education and communication (IEC) tools on sexual
and reproductive health. A project-sponsored referral system ties school youth corners with youth-
friendly services and referral hospitals.

The project staff participated in advocacy and policy initiatives at the national level, advocating for
an adolescent national policy and contributed to the development of national standard guidelines
for adolescent-friendly reproductive and sexual health services (AFRSH). The project utilized
research data and experience in field-level interventions in presenting technical papers and
formative research reports to inform and encourage policy development and guide future program
implementation. Information gathered through this project will be used to inform and influence
national YSRH policy development.
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Modernization is a threat to the Cambodian f ami/l
paternalistic with strong family ties. Each member of the family is expected to live within certain

family values and their perceived protective mechanisms. These values have been created by

complex interactions of community, family and environment and are passed down from generation

to generation. Community elders and more commonly the fathers and grandparents act as
guardians and defenders of these values.

Rebellion results in immediate discipline and in the extreme case, rejection by the immediate and
extended family and loss of the cultural safety net. A highly held value is not to discuss sexual
topics with young people. NGOs which advocate for increased access to sexuality and
reproductive health education have sometimes received stern opposition from heads of
households and community leaders. During the project implementation, some of the trained youth
were forced by their parents to stop attending sexual and reproductive health education programs.

The challenge to these strongly held values is that most information on sexual and reproductive
health is now readily available through different media such as print, internet, television and radio.
This allows youth to by pass cultural control mechanisms. Some of the information in the media is
not conducive to healthy youth sexual and reproductive health development. This has led some
researchers to implicate the increase of poor quality sexual and reproductive health information to
the rising early sexual debut and loss of cultural values among young people.

Cambodian school education on sexual and reproductive health is still in its infancy. The National
Health Promotion (NHP) is working hard on developing a standardized national curriculum by
collecting lessons learned and best practices in youth sexual and reproductive health education.
The findings of this study will provide valuable information to the NRHP as it develops the national
curriculum.

b. Study Objective

The goal of the study was to explore if there were any differences in knowledge, attitudes and

practices between schools that wutilized ovshilly t he
for HIV and AI DS Educati on&edurrhiec lRICUWNS RaHn do r toh) e
Reproductive Health Educationo curriculum and ac

4 Methods

Quantitative and qualitative methods were used to explore differences in knowledge, attitudes and
practices between schools in the two different districts. Questionnaires were designed jointly by
the Loma Linda University team and the ADRA Cambodia team. The questionnaires were field
tested before they were used in the survey. Field workers, most of them already experienced in
their work with ADRA, were trained for two days in the administration of the questionnaires as well
as in the conduct of focus group discussions and key informant interviews. Structured and semi-
structured questionnaires were used for the focus group discussions.

a. Sampling

4 high schools and 8 secondary schools in Preah Vihear (PV) and Kampong Thom (KPT)
provinces were surveyed. 6 out of 12 schools received sexual and reproductive health life skills on
HIV and AIDS education in Preah Vihear province. These schools are located in 4 administrative
districts (Tbaing, Rovieng, Sangkum Thmai, Com Ksan districts). The survey included 6 schools
from Preah Vihear and randomly selected 6 schools in Kampong Thom. The sample population
consisted of 220 students aged 10 to 24 years. At each school, 3 classes were randomly selected
and from each class a total of 3 males and 3 females were also randomly selected.



b. Quantitative Methods
A 72-item questionnaire was developed and pre-tested for consistency.

The quantitative data was collected and analyzed as Part A and Part B. Part A was made up of
frequencies comparing boys and girls in the following topics:

Socio-demographics

Attitudes toward reproductive health
Refusing sexual intercourse

Use of contraceptives

Sexual practices

Alcohol and drug use

Family conditions

@~oooow

Part B compared the knowledge, attitudes and practices between the two intervention areas
without desegregating by gender. Part B consisted of the following topics:

a. Attitudes toward reproductive health
b. Refusing sexual intercourse

c. Use of contraceptives

d. Sexual practices

e. Alcohol and drug use

f. Family conditions

This was done to explore if there would be significant differences between the two areas because
the implementation methods used were different and the implementing agencies were the Ministry
of Education, Youth and Sports in Preah Vihear vs. ADRA working through the Provincial
Education Department and schools in Kampong Thom.

c. Qualitative Methods

Structured and semi-structured questionnaires were designed to guide the conduct of focus group
discussions and key-informant interviews. Qualitative research was used not only to validate the

results of the survey but to allow for a more in-depth exploration of sensitive and complex youth

sexual and reproductive health issues. Research explored subjective and intangible topics such

as the feelings, values and beliefs of both young people and their parents and discussed issues

related to family, school and community ithe local social context whi ch af fects youn
access to information and influences their health-seeking behavior.

The qualitative component also served to broaden the scope of the research to include not only
youth but also parents and community gatekeepers, allowing for a triangulation of data between
these three key groups. Comparison of multiple-source data obtained from interviews, focus
groups and the questionnaire allowed for a more accurate analysis of the information.

d. Data Collection

Data collection was conducted over a two-week period beginning on March 26, and ending on
April 7, 2009. Questionnaires were used for each household. One member of each household who
met the inclusion criteria was included. The completed questionnaires were collected by
supervisors on the due date and submitted to the research consultant. After careful examination,
each questionnaire was stored for entry. The editing and coding of each questionnaire was
performed manually and submitted for entry. Manual processing of questionnaires verified status
of completeness, correctness, and consistency of the data entries. The research consultant
performed manual editing and coding.



e. Data analysis

Epi info was used to verify data entry and to rectify inconsistencies. In addition, statistical software
package SAS 9.1 was used for tabulation of survey results. A single supervisor and four data entry
personnel performed this after being trained over the course of two days on entry verification,
completeness of entry, correction of entry errors, and coding. Following data entry, a preliminary
report was generated. A set of tables were included in this report and range checks were
performed on all variables included in the questionnaire. The range checks that were generated
indicated the minimum and maximum of all variables. All tabulations reported were extracted after
cleaning of data files.

Confidentiality of Information

All survey respondents voluntarily agreed to participate in the study by giving their informed verbal
or signed consent after being fully briefed on the goals and objectives of the study. They were
assured that any information provided will be confidential and not be released to anyone outside of
the study. In addition, they were informed that they could withdraw from completing the
guestionnaires or from the focus group if they did not feel comfortable.

5 Survey Results

a. Quantitative Section

5.a.1 Socio-demographics

The mean age of the 220 respondents was 16.4 years with the males slightly older than the
females (16.64% and 16.15% respectively). The majority of them identified themselves as
Buddhist (98.6%) and 1.4% as Muslim. There were no respondents who were married or divorced.
61% reported coming from families of between 4 to 6 people and 30% from families with 7 to 9
people while 86% percent lived with both parents. Of those who did not live with their parents, 57%
reported living with other family members, and 21% lived with non-relatives, and 72% of the males
were living with their biological fathers and 18% of the females with their biological mothers
compared with nine percent of the males. Fathers were the only breadwinners for 30% of all
respondents, mothers for 19% and both mothers and fathers for 40%. About 8% reported having a
brother or sister as the breadwinner. 67% percent felt that the family income was adequate. To
supplement their incomes 64% of those who answered this question, said they sought
employment elsewhere, 24% said they did not do anything and the rest sold personal belongings
or borrowed money (figure 1.0).

Sources of Supplmentary Income

Other N=72
1.39%

Will not
supplement

Borrow money 23.61%

5.56%

We sell our
belongings
5.56%

mWill not supplement

EWe sell our belongings
We seek other
employment OWe seek other
63.69% employment
= Borrow money

m Other
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Figure 1 Sources of supplementary income
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72% percent of t hose wh mcomeareporteddthat theie parterdsuceneratienl | d 0
their income with more females reporting this (79%) than males (68%).

A very small number of the students ever migrated 6% of the males and 2% of the females. Most
of them migrated to Phnom Penh; 100% of the females migrated to this city in comparison to 40%
of the males. The remaining migrated to smaller towns in the rural areas (figure 2.0).

Figure 2 Reported migratory destinations in prior year

The length of stay varied from a few days to more than a month. The males worked as laborers
whereas the females worked mostly in garment factories, restaurants, and some of the males
reported scavenging and begging in the streets. 25% percent of the males reported being abused
on the job compared to 33% of the females with 67% of the abused males reporting being forced
to have sex compared to 75% of the females. Other forms of abuse reported were discrimination,
unfair treatment and not being paid for overtime (figure 3.0).



