Comparison of Subnational Availability of Women’s Family Planning Services
and Women and Children’s Health in Cambodia (2013) and the Philippines
(2014) using DHS Program Data

BACKGROUND AND RESEARCH QUESTION
A comparison of the need for family planning services in the Philippines versus in Cambodia will provide insight into how these two Southeast Asian countries fare in this often- overlooked topic. Such a comparison is worth doing because places where women are able to have less children is often correlated with healthier and wealthier families, as the women are able to work and the children go to school. These two countries have been selected for comparison for their proximity in Southeast Asia, and their differences in income (with GDP per capita in the Philippines being nearly double that of Cambodia (1) .
At the turn of the 21st century, some countries in the Southeastern Asia region made vast improvements in their health infrastructure. Cambodia is one such place; an analysis of multiple rounds of Demographic and Health Survey (from 2000 to 2010) data were analyzed for utilization
of reproductive and maternal health services, namely facility-based delivery, met need for family planning and abortion. Several household assets were used to measure socioeconomic status. It was found that across both wealthier and poorer quintiles, use of these services increased. The met
need for family planning was nearly the same between the wealthy and poor quintile (2). However, historically, this is not mirrored in the Philippines. A brief PubMed search of family planning work done in the Philippines shows that most research was done in the latter half of the 20th century, with a bulk of the research in the 1980s (3). One multicenter study that was done in 1986 on 400 married Filipino women aged 15-49 years examined their use of contraceptives in 10 urban communities and 10 rural communities. A majority of women (56%) reported no use; some reported reasons for this included the belief that oral contraceptives are dangerous (3). Even still, the findings were promising in that 26% of respondents reported use of a method for 1-3 years and another 46% for more than 3 years; this consistency of use shows a shift in the stagnant mentality of believing contraceptives are harmful (3). The gaps in the knowledge on family planning services in both Cambodia and the Philippines lie in how one can assess a country’s progress or change in terms of how they have improved meeting family planning needs and access to health services (4, 5). I seek to fill these gaps by presenting multiple maps that paint a succinct story about what is happening in both countries, with some thought to how these countries differ and what can be done to continue to improve services. The themes of interest are meeting women’s family
planning needs, children’s health, and access to health centers in modern times.

METHODOLOGY
Data were retrieved from the Spatial Data Repository, which has GIS shapefiles at the subnational level for both countries – 2014 data
for Cambodia and 2013 for the Philippines.
For Cambodia’s population density, Tufts University’s GIS Lab’s M drive had the National Institute of Statistics of Cambodia, 2008 General
Population Census of Cambodia. This data were not available for the Philippines; this set was retrieved from an online source for 2011. Similarly, shapefiles for the Philippines railroads, schools, clinics, hospitals, and Cambodia’s bus stops and health centers were found from various online sources (a-e). All of these data were in usable and workable forms. For this analysis, the buffer tool was used to examine the proximity of health centers to modes of transportation in each respective country. Initially, the Near tool was to be used but the Buffer tool was
more suitable given the nature of the accessible data. Nonetheless, choropleth maps were created, and were spatially analyzed such that one
can see the overlap in the access to services in those areas with unmet need for family planning, the spread of facilities, transportation, and
their relative distances in both countries. This analysis could help one glean where there are areas of high need for health services for women
and children in these countries and whether modes of public transportation are available to meet those needs.

RESULTS
There are more available data in Cambodia than in the Philippines in regard to transportation. Even still, Cambodia, nearly all the health
clinics are captured within each 10-mile buffer zone around the bus stops. When overlaying bus stops and health center on households with
access to a car in Cambodia, areas where the least households have cars also have huge clusters of bus stops and health centers. However, the
same is not true for the Philippines; unfortunately, data on hospitals and clinics was rather sparse and not uniform throughout the country, and
even the railroad data was insufficient. In areas where there were both railroads and health centers, some but not all centers were captured
within the buffer zones set around the railroads. In the Philippines, provinces where less households reported having a car also have higher
percentages of women who report not having their family planning needs met. In Cambodia and in the Philippines, only a few provinces have
<50% of children aged 12-23 months who have received all 8 basic vaccinations.

DISCUSSION

There are multiple implications of these data that can be used to build on current knowledge. Transportation and children’s health. In
Cambodia, even in areas where there are many health centers and bus stops, there are still areas where there are lower rates (44.0-66.5%) of
children having all vaccinations and family planning needs met. Additionally, that most health clinics can be found within 10 miles of any
bus stop implies that access is very good; these lower vaccination rates may have more to do with cultural or logistic barriers (such as parents
refusing to vaccinate their children). In the Philippines, that areas where fewer households have cars also report more that their children receive all the necessary vaccinations can possibly mean that not all public transportation is captured by looking at possession of a car. Additionally, those who were answering the DHS may not necessarily be the adult in the household using the cars. There are possibly multiple
cultural components to this phenomenon. It is possible that people are more commonly using a mode of public transportation that was just
not captured by the GIS data used.
Family Planning Needs. In the Philippines, although data for much of the country is scarce, one can imply that the areas where less
women report not having their needs met must have access to health centers or health providers that are not captured by the provided GIS dataset. One can also imply that in one of the lighter-shaded areas, where Manila is, women may be wealthier and have the opportunity to travel
to have their family planning needs met, whatever their needs are. In Cambodia, it is worth nothing that within one cluster of many health
centers, there is still a large proportion of the population that is not having their family planning needs met, but the neighboring areas report
lower rates. Based on Cambodia’s population density map, one can see that there are just more people in these areas that are closer to the
capital city of Phnom Penh, which can skew the calculated proportion of people in relation to other provinces.
What can be said about these countries? Knowing that Philippines is classified by the WHO as a middle-income country, and Cambodia a middle-lower one brings one to believe that both bus stops in Cambodia and railroads in the Philippines do not capture all modes of
transportation. That being said, given that these countries are classified as such but show large sections of the population where children are
receiving all their vaccinations by <2 years of age, one can presume that perhaps, the dismal image and assumptions that one held about these
countries in Southeast Asia is not so grim after all. One can see from the chart that there are about 28-29 bus stops in each province in Cambodia; an equivalent analysis could not be done in the Philippines. These historically war- and genocide-torn countries have shown vast improvements and change in improving the health of its women and children; particularly in Cambodia, people have access to many health centers within 10 miles of a bus stop. In terms of access to care – both transportation-wise and meeting the needs of the population – both countries show perhaps these indicators are not as low as one might assume for these middle-income countries in Southeast Asia.

STRENGTHS AND LIMITATIONS

A strength to the datasets is that the DHS program data provided a plethora of variables to choose from to create the present story. On
the other hand, a major limitation to the data is that the GIS data in Cambodia is much more abundant than in the Philippines. Online data
sources for data in the Philippines were not very good and were of low quality; I came across many broken links. There is certainly more
data on the Philippines than is presented but was not unfortunately not captured by reliable data sets. It is unfortunate that even the capital
city of Manila was lacking in data related to railroads and health centers. Another limitation is that the data for these countries are not for
the same year; however, this should not be a large source of error as there was only a difference of 1 year, and the examined variables do
not typically see drastic change in such a short time.

RECOMMENDATIONS

Recommendations for policymakers and future research
1. Concentrate resources into more adequately collecting GIS data in Southeast Asian countries (especially the Philippines)
2. Be culturally cognizant of how people in different areas use transportation; perhaps ways that we traditionally move and mobilize are
not the same in other countries.
3. Identify reasons for why some parents may not vaccinate their children in both countries, particularly in Cambodia.
4. Identify reasons why married and in-union women feel that their family planning needs are not being met.
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