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~ EXECUTIVE SUMMARY

The present report presents information on fertility and fam11y
fplannlng in the southern region of Thailand based on the second Con-
traceptlve Prevalence Survey (CPS2) conducted in 1981. The available »
 data permit a comparison of the situation of the South and the 51tuat10n
in Thailand as a whole as well as a comparison within the rural South of
Moslems and Buddhists. '

Withih the rural South, Moslem women when compared to Buddhists,
(1)'marry at an earlier age (although their age at first marriage appears
to be increasing faster than for Buddhists), (2) are characterized by
higher current fertility, (3) have a more limited knowledge of most
contraceptive methods, (4) practice contraception considrably less, (5)
rely more on non-modern methods, especially withdrawal, and (6) appear
to have a larger unmet need for family planning services particularly
for spacing births. Attitudes are generally favorable towards family
planning among the large majority of both Moslems and Buddhists in the
rural South. Government outlets are the primary source for women in
both groups. Evidence on fertility preferences, appear to point to a
preference for more children among Moslems than Buddhists especially ih‘~
terms of the lower proportion indicating a wish to stop chlldbearlng at
their present stage of family building. Considerable 1nterest 1n spac1ng
b1rths is evident for both religious groups although more 50 among
Moslems than Buddhists. ‘

Southern Buddhists women differ from women in the rest of the ‘
country in many of the same respects that Moslems differ from Buddhists .
in the rural South. Thus in comparison to the national average, rural 3
southern Buddhist women' (1) have higher fertility preferences, (2) more:*

interest in birth spacing, (2) experience higher current fertility,‘(ﬂ)
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practicegfamilyfpla "'ng less and (5) have a larger unmet need for

IR

contraceptlve met 1( They do not dlffer markedly, however, w1th

respect to age at’ maL 1age or knowledge of contraception. Moreover,j_
both southern Buddhlnts and Hoslems rely more heavily on tradltlonal;:
methods of birth control espec1ally withdrawal, than couples in thef

rest of the country

The lag in prevalence between the South and the rest of Thalland is
about equally attributable to Buddhists and Moslems and thus any effort
~ to ralse p1eva1ence to the national level would do well to focus on both
: gfdhps,ﬂ.The data do not point to any insurmountable barriers towards
increased use of contraception in the South among women of either religion
but do suggest that higher fertility preferences may eventually set a
,lower 11m1t on the extent of contraceptive prevalence in the region

compared ‘to elsewhere.s

One finding of the CPS2 that would be particularly worth pursuing
1n terms of its 1mp11cat10n for the National Family Planning Program is
the:apparent interest in birth spacing, especially among Moslems but
also7among southern Buddhists. In general, the national programme tends
to'emphasize the importance of family planning for limiting family size
in its slogans and messages. Perhaps Moslems would be more receptive if
emphasis were placed instead on the contribution of family family plannlng

methods to fac111tat1ng b1rth spacing.



Introduction

Within a remarkably short period of time, Thailand's population has
expefienced.a‘major transformétidn’in{ité répfoductive behavior. Between
the late 1960's and the early 1980's marital fertility declinced by
approximately 40 percent nationally while cufrent contraceptive use
increased from under 15 percent to almost 60.pefcent. These changes
have permeated both the rural and thefygban population as well as all
broad educational and income strata iﬁ the society. At the same time,
however, distinct regional and religiéué differences have emerged in the

timing and extent of reproductive changé (Knodel et al., 1982).

Prior to 1975 most of tﬁe decline in fertility was concentrated in .
the North and Central -regions. Levels of contraceptive use in 1975 were
substantially lower and fertility substantially higher in the Northeast
and South (Thailand Panei, National Research Council, 1980). Since
1975, the Northeast has also experienced rapid fertility decline and
increasing contraceptive prevalence so that by 1981 differences between
that region and the North and Central regions had diminished considerably
(Kamnuansilpa and Chamratrithirong, 1982). In contrast, most evidence
points to a continuing lag in the South in terms of reproductive change,
although data for the region usually suffer from small sample size and
thus are less consistent and more uncertain than data for other regionms.
Reports on new acceptors from the National Family Planning Program also
indicate acceptance rates for the South considerably lower than ﬁhe

nationél;aVérage (Research and Evaluation Unit, 1983).

One of the distinctive features of the South is the concentration
of most of the Islamic population of Thailand in that region and in
particular in the southernmost four provinces, where Moslems constitute
the majority of the population. According to the 1970 census, over 904
percent of the Thai population are Buddhist and about 5 percent are
adherent of Islam, the second most common religion. About 80 percent of
al% Moslems, however, live in the South and thus the proportion of thé‘

Southern population professing Islam is above one quarter, far higher



than the national’ average. W1th1n the South, the Islamic populatlon is

largely(xoncentrated in the four southernmost prov1nces of Naratlwat,
Pattan1 Satun and Yala where two-thlrds of all southern Moslems reside.

There 1s considerable evidence indicating that fertility reduction
and concomltantly contraceptive prevalence are particularly low in the
four southernmost provinces and probably among the Moslem populatlon in
general In 1981, for example, two of ‘the four predominantly Moslem
provinces exhlblted the lowest acceptance rates in the entire country
according to service statistics and the other two provinces were
characterized by rates well below the national average (Research and
Evaluation Unit, 1982). Moreover data emerging from the 1980 census
confirm the lagging position of the four predominantly Moslem provinces
in terms of contraceptive prevalence. The results of the question on
current contraception use included in the census indicate that of the 14
southern provinces, the four lowest prevalence rates are in the four
predominantly Moslem ones (Pejaranonda, 1983). In addition, a number of
sample surveys have also confirmed lower contraceptive usage among the
Moslem population compared to the Buddhist population in the South
(Knodel, et al., 1982). The low prevalence rate and the lagging fertility
decline in the South, however, are not necessarily solely a result of
the Moslem population. Southern Buddhists may also differ from Thais in
other regions in terms of reproductive behavior. Thus there may be both

a regional and a religious effect.

Given the Thai government's commitment to reduce thelpopulation
growth rate and to foster family planning, areas and population subgroups
which lag behind the national average in terms of fertility decline and
contraceptive prevalence are of special interests. The objective of the
preEent study is to compare fertility and family planning in the southern
reéion with the national situation as well as to examine differences
between the Buddhist and Moslem populations in the South. The results
will hopefully be of use in determining the extent to which special
Qefforts need to be directed towards the South and Moslems in particular
in order to increase contraceptive use and hasten fertility decline.

Data for the present study come from the second Contraceptive Prevalence



SQrveyz(CPSZ) conducted in 1981 by the National Institute of Development
Administration (NIDA) in collaboration with the Family Health Division
of the Ministry of Public Health under contract with Westinghouse Health
Systems. This survey is the most recent national sample survey that
provides information on fertility and family planning currently available
(as of March 1983). Fieldwork was carried out between late March and
early June of 1981. Information about the survey methodology and
’qﬁestionnaire as well as presentation of overall results can be found in

a separate report (Kamnuansilpa and Chgﬁratrithirong, 1982).

Determining Religion

A question regarding the respondent's religion was not‘included in
the interview schedule of CPS2. Given the focus of the present study on
the southern region of Thailand and the fact that a iarge Moslem minority
lives in that region, an attempt has been made to determine the religion
of irespondents from information external to the survey. Since most
villages in the South tend to be homogeneous with respect to religion,
the respondent's religion can be determined with a fair degree of certainty
by determining the predominant religion of the village. Urban areas are
less homogeneous in terms of religion and thus the effort to determine

religion has been limited to rural respondents.

Two different sources of external information have been used: 1)
responses to a questionnaire sent to each village headman in the sample
villages in the South by the prinicpal investigator; 2) information on
village characteristics collected by the National Statistical Office
(NSO) through an annual survey of village headmen. The questionnaire
sent out by principal investigator to the 40 sample village asked about
the religions composition of the village and requested a percentage
distribution of the religions represented in the village. At the time
of analysis, 30 of the 40 villages had returned the questionnaire.
Survey data on the predominant religion as well as the number of Buddhist
temples and Moslem mosques was available from the 1981 NSO questionnaire
for all forty villages. The NSO information, however, does not indicate

what percent of the population belonged to the predominant religion.



From the two sources of informatlon,,we are able to- classify respondents
w1th a fair degree of certalnty as to whether they 11ve in an overwhelmlngly
_Buddhist, overwhelmingly Moslem or mixed religion village. The classification
t1s made in the follow1ng ways. For the 30 villages for which quest1onna1res
'were returned to the principal investigator, the data on rellglous
comp051t10n were used. Villages in which 85 percent or more of the
viilage population was indicated as one religion were classified as
belonging overwhelmingly to that re11glon, villages where 14 to 84
percent belonged to one religion were c1a531f1ed as mixed. In fact, for
most villages, 95 to 100 percent were:reported as belonging to the same
religion. For the ten villages for which only NSO data were available,
one with both a Buddhist Temple and a Moslem mosque were classified as
mixed. The remaining nine villages were classified as being overwhelmingly
of the religion that NSO listed as the predominant religion. An appendix
provides the information on religious classification for the villages
and the classification in which each village was placed. It is worth
noting that for the 30 villages for which information was available from

both sources, the two sources agreed extremely well.

The final result of our efforts to classify the 40 sample villages
in the South by religion yielded 19 villages classed as overwhelmingly
Buddhist, 17 as overwhelmingly Moslem and 4 as mixed. Based on the
information just discussed, it is clear that almost all respondents
living in villages classified as predominantly of one religion or the
other belonged to that religion and thus the village religion can be
treated as the respondent's religion with minimum risk of assigning the

individuals the wrong religion. This is not true of course for respondents

living in mixed villages.

Sampie Size and Presentation of Results

The CPS2 sample consisted of interviews with 7,038 ever-married o
women aged 15-49 years. Of these, 869 lived in the South of Thailand.
The religion of the village is available for rural respondents in the
Sourh (all other respondents can be safely assumed to live in overwhelmingly
Buddhist villages). Of the rural southern sample, 472 respondents lived



in overwhelming Buddhist Villaéés, 260 in overwhelming Buddhist“Villgges;
and 37 in mixed religion villages. Given the small number of cases in
the mixed category and the impossibility of determining their religion
with any certainty, they are left out of the comparisons of results

which relate to religion. Indeed, the sample size for the entire South
and even more so for southern rural Buddhists and Moslem villagers are
rather small. Thus the results of the present report should be considered
only suggestive. Clearly studies based on larger sample sizes are

needed before generalizations about thé South in its entirety or about
Buddhist-Moslem differentials in the South can be made with confidence.

In the present paper, results in each table are shown for the national
sample, the entire southern sample and for the rural respondents in the

South by the predominant village religion (excluding mixed villages).

Background Characteristics

Selected background characteristics‘qf the sample are shown in
Table 1. According to the selection df the sample, only ever-married
women in the reproductive ages were included in the study and thus all
the women are under age 50. There is little difference between the
national and southern samples with respect to age distribution, but
Buddhists and Moslems in the rural South are noticeably different from
each other. In particular Moslems are more concentrated at the younger
age groups than are Buddhists. This is undoubtedly a function of the
earlier age at marriage for Moslems compared to Buddhists (see below):

since the sample is limited to ever-married women only, Moslems will be

more represented in younger age groups and thus correspondingly less in
older age groups. The difference in the age distirubton is also reflectédﬁ

in the younger mean age of Moslems than Buddhists.

Age at first marriage was asked of all respondents. It‘is‘thus‘
possible to classify respondents according to the duration of time since i
they first married. Since information about the timing of marital
dissolution and remarriage was not collected, it is not possible to

adjhst marriage duration by deducting for time spent between or following
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Percentage Distribution of Bver~Married Wo 15;‘9',%.:1;.:" Selacted
Background Charactaristics omen JW Y ,

Raral South
Age Mationsl South  Buddhist Josles
Parcent distridution ; - - :
under 20 &. . 4. 2 8
20-24 - 16 14 12 18
25-29 2l ! I 16 22
30-34 19 20 21 20
35-39 © 16 16 18 11
40-ké 15 17 18 14
45-49 10 10 13 8
Total 100 100 - 100 100
Mean age 32.5 3.1 3%.5 - 30.9

Duration since first marrisge
Percent distridution

0=4 23 18 18
5-9 22 20 21 -
10-14 17 190 19
15~-19 15 i { g "4
20-24 13 . 13- 12
25+ 10 - ) U 1 -'36
Total 100 100 100
Mean duration ) 12.3 13.6 - 13.8
Years ¢f schooling of woman
Parcent distribution
oong 9 a2
1-3 8 L
4 70 65
11+ 4 13
Total 100 100
Mean ysara &b 2.8 :

" Years of schooling of husband
Percent distribution

pone s 12

1=3 4 6
) 1] 61
5-10 14 14
11+ [ .6
Total 100 300

Mean years $.3 o E-%

Occupstion of
Percent distribution

farning 58 .99 .
professional 3 &
sales, business 11 0 5 BN
skilled and semi-akilled 3 R S
ladorer, servant '] 3.
housewife 16 32
othar 1 0
Total 100 100




 un1ons for respondents who were not continuously 1n a unlon since their .
flrst marrlage. Nevertheless, duration since flrst marriage should be a
reasonable estimate of the amount of time a woman was exposed to the

risk of childbearing while in a marital union, especially for women
still currently married, since time spent between marriages for women ‘~'
who ‘remarry is characteristically brief in Thailand (Knodel et al. |
11982).‘ In general, the average duration since first marriage is slightly
longer in the southern sample than in the national sample but little

difference is evident between rural sbﬁfhern Buddhists and Moslems.

~ The educational distribution 6f fhe sample reveals differences
between the South and the national sample, between husbands and wives -
and between the two religious groups. For both sexes, southern
respondents have somewhat lower education than is the true nationally.
For both religions, the average number of years of schooling is lower
for wives than for husbands although for Moslems a higher proportion of
husbands have no education than wives. More striking, however, are the
religious differentials particularly with respect to the proportion with
no education which is far higher regardless of sex for Moslems than‘for
Buddhists. Correspondingly the latter show a far higher proportion
going beyond 4 years.

The occupational distribution of women nationally and in the Sou£h 
according to the survey are quite similar. The majority of each are
engaged in farming. Considerable difference between rural southern
Buddhists and Moslems, however, are apparent. A far higher proportion
of Buddhist women are engaged in farming than are Moslem women. The
latter in turn are more concentrated in the laborer, servant (reflecting

employment on rubber plantations) and the housewife categories.

Given the importance of the National Family Planning Programme as a
source of family planning methods in Thailand and the fact that the
programme operates mainly through the government network of health
centers and hospitals, it is of interest to determine if there are
differences in the general utilization of these outlets for health care.

Of particular interest is whether or not Moslems, given their minority



status in Thailand, avoid use of government health outlets given the
Cibéé identification of the central government with the Buddhist majority.
Responses to a question included in CPS2 about where health care is
normally sought when a household member is sick provides such information.
Results shown in Table 2 indicate that the large majority of respondents,
nationally, in the South and of both religions, answered that they
normally turn to the government network of health outlets and that only

a minority go to the private or traditional sector. Indeed in the

South, the percent who turn to private doctors or clinics, or to drugstores,
the major private sources of health cére, is noticeably smaller than is
true nationally. More reliance, however, appears to be placed on Tambol
(sub-district) health centers in the South than nationally. Overall,
Buddhists and Moslems in the rural South differ relatively little in
where they indicste they go for health care. According to the results

of the CPS2, Moslems seem no less reluctant to use government health
facilities than do Buddhists. Actual use patterns may of course differ
from the pattern indicated in response to the hypothetical question on

which the results just discussed are based.

Marriage Patterns

The mean age of first marriage is shown in Table 3 for all re-
spondents as well as for women over 25 and over 30. Data on age of
marriage for respondents of all ages taken collectively tend to understate
the true age of marriage in the populativn since they are from a cross-
‘section of married persons and exclude persons from younger cohorts who
have yet to marry.1 Nevertheless, differences between the South and the
national average and differences between two religious groups should be
accurately reflected in these calculations provided the bias does not

differ substantially by religion. The bias can also be largely eliminated

1The problem arises because only the age of marriage of persons already
married are included in the calculation of the mean age at marriage.
Since some of those not yet married will eventually marry, and since
they will do sv at ages older than the ages at which those already
married did so, the true age of marriage of all who eventually marry
will be older than that shown in Table 3.

8



Table 2

Percent Distribution of Ever-Married Women 15-49 Years by Place Where Health
Care is Normally Sought

Rural South

Place National South Buddhist Moslem
Tambol Health Center 19 31 35 32
District Health Center 5 20 24 21
Provincial or Other Hospital 36 25 19 30
Private Doctor or Clinic 20 14 13 7
Para-medical Personnel 1 3 4 0
Traditional Healer 0 1 0 2
Drugstore 14 5 S 7
Other 5 | 0 1
Total ‘ 100 100 100 100




Table 3.

Selected spects of Marriage Patterns, Bver-Married Womei 1549 Yairs

... i Rural South
Mean reported age at “National' “Sbuth; jBuddhist Moslem
first marriage o T T

Among all women 20,00 19.2 20,2 16.6
Among women 25+ 20.4.. 19,6 20.6 16.6"
Among women 30+ '20.6: 19.8 . 20.8 16.4

Mean age at first marriage
among women marrying through
age 30 by year of marriage o , _
1961-65 19.7- -19,0 © . 19.7 - 16.1.
1966-70 19.9: 19,2 20.8 15.9.
1971-75a ‘ZO}lv 19,4 0.4°
1976-81 20,4 .20.0 © ~20.5:

®Includes marriégég_fof 19§1jbﬁiy:ﬁ§§to theftiﬁe of survey (April -:June).
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by restr1ct1ng the calculatlon of age of marrlage to respondents who are
above ‘the age at wh1ch most f1rst marrlage occurs.i Thua separate results
are g1ven for women over 25 and over 30 The results clearly p01nt to a
younger age of marrlage for Hoslems than for Buddhlsts. The younger age
of marrlage 1n the South compared to the natlonal situation appears.to
be due to the Moslem 1nfluence s1nce rural southern Buddhists are h
characterized by an- average age of marr1age similar to the natlonal

average.

In order to exam1ne trends in. the age at first marriage, the mean
age at first marriage can be calculated according to the year of occurrence.
One problem with this approach is created by the fact that only women up
through age 49 are included in the sample. As a result, the distribution
of ages at first marriage is progressinglv truncated at the upper end -
the further back in time the mean age at first marriage is estimated.
Thus any women married after age 45 in 1977, after 40 in 1972, after age
35 in 1967 and so on would be excluded from the sample since they would
all be over ageh49 in 1981, the year ofdthe survey. In order to avoidi “
biasing theltrend in age at first marriage; all women marrying for the
first time after age 30 are excluded?from the calculations and only
results for the period from 1961 to 1981 are presented.2 The exclusionh
of women‘marrving after age 30Hresults in only a minimal understanding
of age at firstymarriage since'few,women in Thailand marry for the firstd
time after this. age. - ’ :

‘The' results: p01nt to a gradual butrsteady 1ncrease 1n age at f1rst
marrlage for women at the natlonal level and 1n the South dur1ng the two
decades covered. The increases in the South however, at least dur1ng
the last decade and a half appears to be largely attr1butable to Moslems
as indicated by the approximately two year increase in the average age

at first marriage for rural southern Moslems between the 1960's and the

2

be included in the sample but that women 30 or over in: 1961 would be
excluded.
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1967~ 81 period_in comparisonto ‘a- more erratic trend for the Budhh1sts

The gap 1n th ‘averagevagewofﬂfirst marriage between the two religious

‘groups, while stilw'pronounced 'appears to: be narrowing. '

Fertility Preference. and Behavior

Several 1nd1ces of fert111ty preferences are availahle from questions j
1nc1uded in. the CPSZ questionnaire. Respondents were asked if they '
w1shed to have additional children, 1f they had wanted to have an add1t10na1
child at the time of last pregnancy, and how many children
they would like to have if they could have just the number they wanted.
Probably responses to the first type of question are easiest to interpret-
in a straightforward way. Questions about desire for more children at
the time of last pregnancy, the second type of question, may be sus-
ceptible to boch recail error and rationalization while responses to the
third type of”question, on the desired number of children are likely to
be influenced by the rationalization of current family size. Women who
indicated they wanted additional children were asked how many more they
wanted and how soon they wished to have the next one. Thus considerable
information on fertility preferences can be examined to determine if the
South differs from the rest of the country in demand for children and

‘whether or not religious differentials exist.

‘Table 4 indicates the percent of currently married women who'ﬁant
no more ‘children according to duration of marriage and number of 11v1ng
children In the rural South higher proportions of Buddhist women, ”f
express a desire to stop childbearing than Moslem women in every marriage
duration category and at all numbers of living children frem two onwards.
In addition, Buddhists in the South with three or four children'are less
likely to want to have no more children than is true nationally. For
the entire population, almost‘two-thirds of women with two living children
indicate they want no'more*children while only just over one third of
Buddhist women and less than one-fifth of Moslem women in the rural
7South do so. Wh11e over 90 ‘percent of Buddhist women with four children
~1nd1cate they W1sh to cease ch11dbear1ng less than 60 percent of Moslem

women with four children express a desire not to have more.
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Table 4

Perce%ffWénfingfnblMofé{Chiiﬁfgnfby“DﬁfétibnﬁSinCé;First?Marriage,v»

and. Nunber of Living Children - Currently Married Women 15-49 Years

Duration Since o L
First Marriage _'National  South-

0-4 23 12 10° 9
5-9 57 39 40 24
10-14 80 72 84 53
15-19- 88 75 85 50
'20-24 95 85 .95 74
25+ 94 87, 97 72

Total 66 & 67 4

Living Children

6 @ (©F
19 95 B S
63 34, 36 197
84 68 68 56
93’ L
+ 93 .89, 96 73;

Toeal s 61 4

TR WN O

aResuitsgihaparenthesgs §r¢éb§§éd>q@ﬁiéééiﬁﬁ#@ﬁzohpééégéf
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The percent who indicated they d1d not W1sh to have another child
at the t1me of last pregnancy is shown 1n Table 5 accord1ng to duratlon

of marr1age and number of 11v1ng ch11dren: 3G1ven the expectatlon that

womén m1ght ‘wish to rationalize the1r pregnancy ex post .facto, -a: sur-,
pr1s1ng1y high proportion indicated they d1d not want to become pregnant
the last time they did so. Horeover the fact that the percent §0. respondlngf

increases sharply with marr1age duratlon and number of 11V1ng ch11dren
gives added confidence that the responses genu1ne1y reflect: fert111ty

deslrest

WIthln the rural South, Moslem" women overall:are. characterlzed by
lower proportions 1nd1cat1ng they did not want a child at the time of
the1r last pregnancy than are Buddhists. However, this is mainly due to
sharp differences at higher marriage durations and among women with five
or more children. Among women married less than ten years and among
women with less than five children somewhat higher proportions of Moslems
indicated they did not wish to have children at the time of their.laSt

pregnancy.

, The data on de81re for additional ch11dren at the- t1me of 1nterV1ew
~ and de51re for more ch11dren at the time of last pregnancy both 1nd1cate
‘a greater demand for children in the South than in the nation as a
whole. The results are less consistent, however, with respect to rellglous
differentials in the South. Moslem women are clearly less 11ke1y to‘
vindicate they wish to cease childbearing than are Buddhist women but

| there is a less pronounced and less consistent difference between the.
f:two groups w1th respect to reports on the desire for the last pregnancy
Q:Part of the difference may reflect a recent change since desire for
?add1tlona1 children at time of interview refers to a more recent perlod
ithan does desire for children at the time of last pregnancy. Poss1b1y
demand for children has declined recently among Buddhists but not (or
“less so) among Moslems. In any event, as mentioned above the data on -
desire for additional children at the time of interview are probablyfa

‘ better indicator of demand for children since it is unlikely to be fau
,.1nf1uenced by recall error and rationalization. It thus seems 11ke1y
that demand for children at least at present is greater among Southern

Moslem women than among Southern Buddhist women.

14



_Percent Wanting no’ Mbr?kChlldre“fyt the Time of Last Pregnancy by Duration
'Since First Mhrriage, and Number of Living Children 15-49 years

Duration Since N e _Rural South
. First Marriage : Nationél ~ -South Buddhist Moslem

0-4 12 3 3 3
10-14 .29 26 29 . 26
15-19 40 35 40 24
20-24 50 38 35 45
. 25+ 39 50, 58 32

Total 2 2 30

Living Children

2 2’ A3
¥ 29: 20
4 42, 29"
> 65" 54 59 40
Total vszg 1573 F:,E ‘ap_
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" Women who indicated they wanted more children were asked how soon
theylwouid like to have their(next child. The distribution of responses
are shown in Table 6 for non-pregnant wom.en.3 A substantially higher
proportion of women in the South than nationally indicate they wish to
Wait‘at least two years before having their next child. Horeover,'an
even higher proportion of Moslem than Buddhist women in the ruralASouthJ
express a desire to postpone their next birth. Thus an interest in
spacing births (at least as indicated by the desired timing of the next
b11th) is expressed by the majority of southern women wanting another |
ch11d, is higher in the South than elsewhere, and is espec1a11y h1gh

among Moslem. women.

Data on the number of ch11dren a woman would 11ke to have if she
could have just the number she warced are presented in Table 7 by
marr1age duration. The average yreferred number of children is larger
_for respondents in the South than nation.lly at all marriage durations.
In_the‘rural South, Moslems express a iesire for more children than

-Buddhists at shorter and intermediate durations but not at longer durationms.
However, over all both southern Buddhists and Moslems express a higher
‘average preferred number of children than womer nationally. The fact

that the religious differential changes direction at longer marriage
durations may reflect contrasting patterns of change experienced by the

two religious groups over recent years. For example, fertility preferences
may have declined among younger cohorts of Buddhists compared to older
cohorts but have remained stable for Moslems during the last decade or

BO. Given the cross-sectional nature of the data it is difficult to
1nterpret definitely the source of the apparent interaction between
marr1age duration and religion with respect to preferred number of
children. It is worth noting, however, that this measure of fertility
preference tends to be influenced by the rationalization of existing

.children, an effect which is more important at more advanced stages of

3Pregnant women were asked this question if they wished another child in
addition to the one they were expecting. Since they obviously must wait
until the current pregnancy came to term before having another child and
this thus complicates interpretation of results, pregnant women are
excluded from the results.
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ifﬁﬁlewé

Desired Timing of Next Child Among Currently Married 15*49 Non—Pregnant
Women Wanting at Least One Additional Child

o o ; Rural South
Desired Timing National = South -Buddhist Moslem

As soon as possible 20" 22 25 17 -
Within one year 7 3 B! 3
Within two years 13 .;}lf:  ;8' :123
After at least two years '45r 'GQ: 59 . rbéi_
Up to God or fate | 6 2if5ff ‘%bi ??fif
Depends on economic situation 0 7 ;?f‘ ?;Q} ﬁfJQi
Other, don't know ﬁ52;: uéif ?;25 i{ﬂQﬂ
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famlly bulldlng As indlcated below, at the longer marriage durations,
Buddh1sts are characterlzed by larger numbers of ch1ldren ever ‘born.
‘The h1gher preferred fam11y sizes for them may reflect therefore the
feffect of rat10nal1zat1on. At younger marrlage durations, rationali-
'zat1on 1s less 11kely to have a major 1mpact since a higher proportion
of women of either religion will not yet have exceeded the number of
chlldren they would like to have. Thus it is particularly significant
that” among marriage cohorts still in the most active fam11y building
stages, Moslem women in the rural South wish to have more children than
their Buddist counterparts. It 1s.unoerta1n vhether this represents a
new situation or one which also existed in the past. If the reversal of
this differential for the older marriage cohorts is not solely a product
of different degree of rationalization, it would appear that the s1tuat1on

may indeed have differed just a generat1on ago.

The mean number of children ever born, a measure of cumulat1ve
fert111ty, as well as living children and the expected number of ch11dren
(the preseut number of living children plus the additional number wanted)
are also shown in Table 7 by duration of marriage.4 Differences inti
these measures between the two religious groups differ according to the
particular duration category. Differences between Buddhists and Moslem
with respect to children ever born and living children tend to be re1at1ve1y
small at the earlier and intermediate marriage duration categories. For
the higher duration categories the differences are more pronounced and
consistently point to higher fertility among the Buddhists. The expected
number of children for Buddhists is also higher than for Moslems at the
longer’marriage durations (where it depends heavily on actual family
size) but tends to be lower than for Moslems at the shorter and inter-
mediate duration (where additional desired children are a stronger
component of the measure). It is not possible to determine with any
precision from the present data what factors underly this somewhat :

complex set of fertility differentials. The possibility that the extent

"4W1dowed d1vorced and separated women . were assumed to want no more
ch1ldren for the purpose of ‘this calculat1on.

18



- Table 7.

Preferred Number of Children, NuﬁberﬂdeCﬁiiaréﬁjﬁiéf&ﬁb?h,ﬁﬂﬁﬁbéfiéf1;1Y1hg:E

Children and Expected Number of Children by Duration ‘Since First'Marriage <
Fver-Married Women 15-49 years - .

Duration Since First Marriage All Durations
0-4 " 5-9 10-14 15-19 20-24 25+ Unstand- . Stand-
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National
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Rural South
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' Moslem

WN
o
w N
[ ]

SO0
wN
RY-)

w W
.

[ ]

ww
T e e

0N
L
Eo e

oo

Children Ever-Born .
National
South
Rural South
Buddhist
Moslem

o N

N
ww,

—
L ] L]
—
N
e -

s
e e

onN
W
LN

NN
o -
v

Living Children
‘ National 1
South 1.
Rural South
Buddhist 1.2
Moslem 0.9
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aThe,dutgtiop since first marriage of the entire sample 1s used as the basis for
standardization. S e e
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and even d1rectlon of Buddhlst-Hoslew;fertlllty dlfferences may be
‘underg01ng change 1n Tha11and seems 11ke1y ‘and ma well compllcate

cross-sectlonal comparlsons such as the present'o,ﬁjg

A more consistent pattern of dlfferences 1s ev1dent between southern
Buddhists and respondents natlonally For all marrlage duratlon categorles,
the mean number of children ever born, 11v1ng chlldren and expected
children are higher for Buddhlsts in the South than for the national
sample.

‘Fertility desires and expectation may be related to a variety of
background characteristics which at ch same time may also differ between
regions or religious groups. In order to see the extent to which regional
and religious differentials in the percent wanting no more children and
~ the preferred and expected number of children are each affected by
differences in several background variables typically related to repro-
“ductive behaviour and attitudes, Multiple Classification Analysis (MCA)
has been used to statistically "Adjust" for these backgound variables.

- The analysis is limited to women aged under 35 and married less than 20
years for two reasons: 1) by so doing the statistical problem that
would be created for MCA by the interaction of duration of marriage,
religion and both preferred and expected number of children is avoided
and 2) these are the women who are likely to be the most important
contributions to fertility over the next several years as most older and
higher marriage duration'women are more likely to have already completed
most or all of their childbearing. Results are presented in Table 8.
Adjustment is made for marriage duration, education, and work status5 of
the women. Adjusted and unadjusted results are generally similar.td

each other.

5Work ‘status was deflned in terms of three categories: engaged in
agrlculture, engaged outside of agrlculture, and housewife. i
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_Table 8'

Percent Wanting no More Children and Preferred gnd Expected Number of ‘Children
by Region and Religion, UnadJusted and AdJusted - For Women Under Age 35 and
Married Less Than 20 Years

' “b Religion of VillageP
Region - (Rural South Only)"”
North Central Northeast South : Buddhist Moslem
% wanting no
‘more children o
Unadjusted 53 52 . 251 0 41 48 32..
Adjusted 52 54 510 38 Y 31

Preferred number
of children (Mean)

Unadjusted 2.3 2.5 2.9 3.5 134
Adjusted 2.2 2.6 2.8 3.5

Expected number

of children (Mean) o ST i iy
Unadjusted 2.5 2.6 3.1 3.7 3.6 432
Adjusted 2.4 2.7 31 3.6 3.7 3.9

wonmen.

bAdJustment made by Multlple Cla531f1catlon Analysls (MCA) based onA &fflzii.
national sample. S

AdJustment made by MCA based on. rural South: excludlng mlxed rellglon v111ages.
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The sharp d1fferent1als between the South and other regions with respect
‘to all three dependent var1ab1es between the two religious groups in the
,percent wanting no more ch11dren remain v1rtually unchanged after adJustment

for the background factors mentioned. The differences in preferred and

expected number of children between Buddhists and Moslems, however, are
reduced and become negligible after adjustment. Both Buddhists and

Moslems in the rural South are less likely to want to stop childbearing

end indicate they prefer and expect nore children than women in all

other regions. The higher fertility desires of southern women thus do
nbt4appear to be attributable to differences in socio-economic background

factors to the extent such factors'are captured by education and work

status. The same is true concerning Buddhist-Moslem differences in the

percent wanting no more children.

Several indicators of current fertility are presented in Table 9
both unstandardized and standardized for duration since first marriage.
Giwen the sensitivity of these measures to marriage duration, the.i¥
standardized results are of greater interest and the follow1ng d1scuSS1ou

focuses on them.

B Three d1fferent measures of current fertility are used: the percent
:of currently marr1ed women having a birth in the year prior to the
survey, ‘the percent reporting themselves as pregnant, and the mean
number of months since last birth (the open interval). All three measures
point to higher current fertility for southern women than for women
nationally (i.e. southern women were more likely to experience a birth
in the year prior to the survey and were characterized by a higher
percent pregnant and a shorter open interval). Religious differences
are also consistent. In the rural south, Buddhists show lower current

fertility than Moslems with respect to each measures.6 The higher

6Results from a survey of Buddhists and Moslems in the Jana District of
Songkla province suggest that Moslems are more reluctant to acknowledge
pregnancies of early durations than are Buddhists (Porapakkham, et al.
1983). Thus differences in the percent pregnant may understate the
extent of the religious differentials in current fertility.
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Table 9

Selected Indicators .of Current Fertility, (Standardized for Duration Since
First Marriage) - Currently Married Women 15449 years

kural South

Sgg;ondl ~ South Buddhist Moslem
% having had @ birth )
in the last year “ . , ‘
uns tandardized 17,9 17.9 16.4 23.2
stendardized 179 19.1 18.7 24.4°
% _currently pregnant , : - e
uns tandardized 7.9 ~ 9.4 9.0 -10,3#
standardized 7.9 10,2 10.2 11.0

Mean Open Interval (in months)
unstandardized - 61 54 55 48
standardized 61 49 48 42

8The distribution of duration since first marriage for the entire sample

is used as the basis for standardization. Thus the unstandardized figures
at the national level are identical.
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current fertility of the southern populatlon, however, 1s not due only
to the hlgher fert111ty of Hoslems as ev1denced by the fact that rural
southern women of both rellglons are characterlzed by hlgher current
fert111ty ‘on a11 measures (after standardlzatlon) than 1nd1cated for the

national sample

It is 1nterest1ng to compare the rellglous differentials in current
tert111ty with those indicated in Table 7 for cumulative (lifetime)
fertility. While the results on current fertility clearly indicate
higher Moslem fertility this is not so with cumulative fertility at
longer marriage durations. Thus Moslems had experienced fewer children
ever born than Buddhists among women married 20 years or more. This
contrast in religious fertility differentials between current and lifetime
\fertility suggests that fertility differences between the two religious
groups have changed during recent years. Until the recent past, Buddhist
fertility may well have equalled or exceeded Moslem fertility in the
rural South. More recently, Buddhists have probably reduced their
fertility below Moslem levels through a more widespread adoption of
birth control (see below). The impact of this recent change is not yet
evident in results on lifetime fertility since women now at the end of
the family building process were bear1ng most of their children at a

time when Buddhist fertility equalled or exceeded Moslem fertility.

One factor of potential importance for fertility levels for which
information is available from CPS2 is the'extent of breastfeeding. In
general breastfeeding helps keep fertility lower than it would otherwise
be by extending the period of postpartum amenorrhea. Evidence from an
earlier survey suggests that in the southern region Moslem mothers
breastfeed for longer durations than Duddhist mothers (Knodel, et al.,
1982). Analysis of data on breastfeeding from CPS2, presented in Table
10, give only partial support to this. The results show some irregularity
and are based, as are the results referred to above, on small numbers of
women. According to the CPS2 results referred to above, on small numbers
of women. According to the CPS2 results the estimated median duration
of hreastfeeding is longer in the South than is the case nationally and
among the rural population in the South, Moslem mothers are characterized
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Table 10

Median Duration of Breastfeeding, Proportion Who Never Breastfed andfﬁ
Proportion who Breastfed at least 6, 12'and 18 months & o

Rural South

; , __Rural South
National South Buddhist  Moslems
Median Duration (months) 16,60 184 18.5 23.3
Proportion never breastfeeding ' fin' L1110 067 .1&6
Proportion breastfeedi;g_ﬁ; least R ‘ e
6 months 0756 » 0726 0794 0741
12 months 660 .689 .40 .72
18 months 460 ©.537,  .568. 603

@Results are derived by life table analysis and refer to women who had a
surviving birth within 24 months prior to: interview. ;
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'by a longet median duration of breastfeeding than are Buddhist mothers.
Nevertheless, the estimated proportion never breastfeeding is higher ‘ ,
among Moslems than Buddhists and the estimated proportion still breastfeeding:
at 6 and 12 months is lower for Moslems than Buddhists. Weaning after ‘
12 months, however, seems to take place slower for Moslems than Buddhists
thns accounting ftor the longer median duration for the former. Given ‘

the somewhat complicated picture of religious differentials in breastfeeding
11tt1e can be concluded as to its contribution to fertility differences
between Moslems and Buddhists. Moreover the rather minor differences in
breastfeeding between the South ad. the country as a whole would seem to

have little potential for influencing fertility differences and are in

any event in the opposite direction as expected in terms of current o
fertility -~ that is longer breastfeeding in the South is assoc1ated

w1th higher rather than lower current fertility.

Contraceptive Knowledge, Attitudes and Practice

" In order to ascertain the extent of knowledge of contraceptive
methods, respondents were first asked to name any methods they knew.
For methods not spontaneously mentioned they were asked if they recognized
thexmethod when read to them by the interviewer. It is thus possible to
distinguish knowledge of a particular method without prompting from
'knoWledge after prompting. Presumably the former indicates a greater
,selieney of the method for the respondent. Cultural differences between
ﬁhddhists and Moslems, howeVer, may result in a greater reluctance for
onepgroupfthan for the other to volunteer knowledge of contraceptives or
even to acknowledge recognition of specific methods when mentioned to
’them.' Under such circumstances, the results presented here would not be
'a genuine reflection of differences in contraceptive knowledge. While
‘there is no evidence to suggest this is the case, the possibility should

;he kept 1n,m1nd when interpreting the results.

- The percentage of respondents knowing particular methods w1thout
ptompting as. well as knoW1ng any method at all (w1th or without prompting)
are prOV1ded in Table 11. The ability to mention at least one method
fW1thout prompting 1is almost universal at the national level but somewhat
lower when the South is considered separately.' Within the rural South,
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Table 11

Percent of Ever-Married Women 15-49 ‘Years of‘Age who Know Specific Contraceptive:
Methods S SRR s . HOW OPELLE SR R St

" Know at All
. Know Without Prompting With or Without Prompting)
Rural South Rural South
Natlonal South Buddhist Moslem National South Buddhist Moslem

Method
Pill " 90 76 83 29 98 95 99 85
TUD 64 44 55 17 93 81 ., 97 46
Injection 60 . - 51 59 37. 95 = 91 98 2
Ligation 73 54 66 27 . 97 - 92 . 100 74
Vasectomy 53 47 59 22 - 93 89. . ~99- + 67
Vaginals 2 I RS & 0 22 0 .27 129 19
Condom 37 = ©31. -39 11 ¢ 83 845 94 ¢ 60
Rhythm 9 - 9 7 2 43 55 . 63 30
Withdrawal 3 78 2 .29 56 63 41
Induced Abortion 5 S Y o 4 7507 820 92 60
Other Method 2 9 T2 220 R
Any Method 97 83. .93 75, 99 98" 100 92
Any Efficient Uy SRREE SR S RO ARV

Method 96 - ‘8 .92 66 99

Number Known (Mean) ' B S TS
Any Method 4.0 3.3 ’
Efficient Method 3.4

IR
[ [ ]
N W
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Hoslems are less likely to be able to ment1on a mehtod narticularly if
wonly the more eff1c1ent methods are con81dered 1 Three quarters of
‘rural southern Moslems could mention at least one contraceptlve method
and two thirds could mention one efficient method. This contrasts to
over 90 percent nationally as well as among rural southern Buddhists
evenvwhen only efficient methods are considered. When recognition of a
method mentioned by the interviewer is included, knowledge of at least
one method is found to be virtually universal nationally as well as ’

- among rural southern Buddhists and characterizes nine out of ten Moslems

in the rural South.

Higher proportions of Buddists know most methods without prompting
than Moslems. For most of the'efficient methods, the difference in
knowledge appears to be considerable. When knowledge is more broadly
defined to include recognition of a method in response to prompting,
-religious differentials persist. Interestingly, knowledge of withdrawal
is far more wide spread in the South than elsewhere and seems to be
known by a substantial proportion of bothk rural Buddhists and Moslems in

the region.

' The superior knowledge of contraceptive methods by Buddhrsts 1s
also indicated by the larger mean number of methods known compared to
Moslems Buddhists in the rural South do not appear to d1ffer 1n the1r
knowledge of contraception markedly from the national sample wh11e fv
knowledge among Moslems seems to be distinctly below the nat1ona1 average.
Thus the lower knowledge level of the South is attributable ent1re1y to

the Moslem minority.

Respondents were also asked if they approved contraceptlon and
whether or not their husbands did. Results are summarized in Table 12
Women who are current contraceptive users are presumed to approve of the

use of contraception. Disapproval of contraception appears to be remarkably

:7Ef c1ent methods are deflned as p111 IUD, 1nJect1on and male and
fetxle ster1112at1on.
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‘Table 12.

percéhf:AbpgéﬁingfFégiiy*pianhihﬁfimsﬁg5Evéftnar¥1éa;wah¢g115+49?Yé;}s;afg
Age and for Husbands™ .

U A e g  ‘Ruréi South L
Woman's Attitude " National ' South _Buddhist  Moslem
Current-user Cose T390 44 18
Approve . 42 52 - 51 62
Disapprove R & 3 9
Depends, know' know .- L2, L5 3 10
Total R 100 100° 100 100

Husband's Attitude® . .
Approve 89 90 15
Disapprove ©:5 o

Doesn't care ;
Depends or don't know

Total ‘100' iibg

e
N
[y

?As reported by chrtéﬁtiﬁ?ﬁgffiéd‘wdmeh{;
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loW‘regardless of religion. The percentage d13approv1ng, although low,
as well as ‘the percent expressing neither approval nor dlsapproval is
hlgher among Moslems than Buddhists in the rural South Slmllar results
are apparent regarding the husbands' attitude (as reported by the W1fe):
although low, disapproval or uncertainty is h1gher among Hoslem husbanda
‘than among Buddhist husbands.

The percent of women who ever practiced and who are“currently' ,
practicing various methods of contracept1on are shown in Table 13 along
with the overall levels of contraceptlve prevalence. In general ever-use
and current use are lower in the South than nationally. W1th1nvthe
rural South prevalence is- far higher among Buddhists than Hoslems although
for rural southern Buddhists prevalence is also below the national
average. The religious differentials are even more pronounced when the
comparision is limited to the five efficient methods which are also the
ones available through the National Family Planning Programme. Notably
abSent among Moslems is any use of the IUD or vasectomy and prevalence
- of the other three efficient methods, the pill, injection and especially
female sterilization is far below that for Buddhists. Withdrawal is the
‘most commonly practiced method as reported by Moslems and indeed is more
frequently used by Moslems than Buddhists. The practice of withdrawal
as a current method of contraception is almost entirely limited to the

South although not exclusively to Moslems.

, The lower level of contraceptive prevalence in the South is due to
lower levels of practice compared to the rest of Thailand among both
‘Southern Buddhists and Southern Moslems. While prevalence is even lower
‘among Moslems than among Buddhists in the rural South, the fact that the
majority (about three-fourths) of the southern population is Buddhist
"given added weight to the Buddists in determining the regional average
prevalence rate. Based on results from CPS2, it is possible to make a
quantitative estimate of the proportionate contribution of each religious

group to the lag in contraceptive prevalence between the South and the

30



Percent Ever Using Contraceptive Methods Among Ever-Marrled Women _

Table 13

15-49 Years 01d and Percent Currently Using Contraceptive Methods
Among Currently Merried Women 15-49

% Ever Using Contraception
(Ever-married women)

National South Buddhist Moslem

Rural South

% Currently!Using Contraception

(Ever-married women)

Rural South

National South Buddhist

Moslem

Method

Pill
IUD
Injection
Ligation
Vasectomy
Vaginal
Condom
Rhythm
Withdrawal
Abortion
Other

Any Method

Any Efficient
Method

29
12
11

12
17

59,

46

13

31
12

61

52
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rest of the country taklng into account each group's prevalence rate and
share of the populatlon. Such a calculatlon indicates that. about half

v‘of the lag in prevalence in the. South is attr1butable to the Budhlsts‘
&and about half to the Hoslems.8 Clearly any stategy to raise contraceptlve
prevalence in the South to the national level w1ll need to focus on
1ncre351ng contraceptive use among both religious groups leen that .
Moslems represent only about a quarter of the populatlon uUL account for
fully half of the lag in prevalence, & greater per rap1ta 1nvestment for

Moslems seems appropriate.

Results about knowledge and practice of contracept1on have been -
presented so far for married women within the reproduct1ve ages taken
collectively. However, for future program. act1v1t1es, 1t ‘is. the knowledge
and experience of younger and middle age women that is'most re1evant
because they are the ones who w111 contrlbute most to future fertillty

levels.

Several measures of contraceptlve knowledge and prevalence are.
‘shown 1n Table 14 accord1ng to the age of the respondent. For all age
groups knowledge of contraceptlon (as measures by percent knowing w1thout

°The estimated contribution of each religious group is based on the
following information. According to CPS2, contraceptive prevalence
(for currently married women 15-49 and including all methods) is 41.2
percent in the South and 58.7 percent in the remainder of the country.
Within the South the population is 75.5 percent Buddhist and 24.5
percent Moslem according to the 1980 census. If we assume that the
Buddhist-Moslem differentials in the total South are proportionate to
those in rural south, then the prevalence for all southern Buddhists
would be 47.7 percent and for all southern Moslems would be 20.8
percent. The difference in prevalence between the South and the rest
of the country is 17.5 percentage points (58.7 - 41.2). About 53
percent of this difference is attributable to Moslems
((.245 x (58.7-20.8)/17.5 and the remaining 47 percent to Buddhists
((.755 x (58.7-47.7))/17.5). Note that this calculation assumes the
proportion of married women in reproductive ages that belong to each
religion is the same as the share of the total population that belongs
to each religion. Since Moslems marry earlier than Buddhists this may
slightly understate the contribution of Moslems and overstate the
contribution of Buddhists to the lag in contraceptive prevalence of
the Southern region.
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Table 14

aKﬁdyleageiéhdnPfaﬁtice;dffCéﬁfiééeptiQQfﬁijgé'Aﬁ%pgiCntrgﬁtlyqutriédj

: o . Rural South
Measure and Age ‘ =  National® South Buddhist Moslems

% knowing any method without

prompting B SN S :

‘ Under 30 - 98 89 93 82
30-39 : o 497" 89 95 70
40-49 o o4 84 89 68

% knowing any efficient meth6d7;

without prompting o e it - e
Under 30 97 86" 93 5
30-39 .86 94 61:
40-49 81, 89 *53

% currently practicing

any method iy [ . -
Under 30 g 51 34 38 19
30-39 R 66 '50: 55 19
40-49 : 44 34 34 .16

% currently practicing any
efficient method o ,
Under 30 v : 546 26, 34 +10
30-39 L V61 +39. 47 10
40-49 L 41 28 29 T

33



promptlng) is. lower in the South than nationally and within the rural
South ‘is lower for Hoslems than for: Buddhlsts. Indeed rural southern
Buddhlsts differ only a 11tt1e from the natlonal average for each age
;group Differences in knowledge between the two religious groups,
however, are directly related to age with considerably less difference
evident for younger women. This suggests that the gap in knowledge of
veontraception and particularly of efficient methods is diminishing over
time and knowledge of contraception may well become virtually universal

for hoth Buddhist and Moslem women in the South before long.

Contraceptive prevalence is distinctly lower in the south for each
age group than it is nationally and substantially lower among rural
southern Moslems at each age than among rural southern Buddhists.
Nationally prevalence is highest among women in the mid-reproductive
ages. This is also true for southern rural Buddhists but not for southern
rural Moslems for whom there is little difference in use by age. Because
of the different age patterns of contraceptive use among Buddhists and
Moslems, the religious differential in prevalence is somewhat less
marked among women under 30 than among women in their thirties perhaps
signalling a trend towards reduced religious differentials in contraceptive
use in the future. It may also reflect less interest among Moslems
compared to Buddhists in family size limitation relative to birth spacing
since motivations to terminate family building would likely play a more
important role among women in their thirties compared to younger women,
while motlvatlons to space children would presumably have greater importance

among the younger women.

For a 1onghtime the reasons for not using any contraception received
2inséuffieientattention from family planning researchers. This needed
:infotnetion ﬁae collected in CPS2. Respondents who were non-current
:oontteeeptive users were asked about the reasons for not practicing
Leontraception. More than one response or answer was permissible.
‘Presumably for most persons, the first reason given was the main one.
'Foh“this reason and for simplicity of analysis, we only examine the
first reason given. As can be seen from Table 15, the most important
reasons given for not using contraception seem to be associated with the

awareness of a low risk of pregnancy. More than one-fourth of the women

34



‘Table 15

‘Percent Distribution of First Reason for non-use of Contraceptlon, :
Currently Married Women Under Age 50 Who are Not Using Contraception

Rural South

Reason National - South Buddhist Moslem
Pregnant /postpartun 30 26 28 22
Doctors recommendation 6 3 3 1
Subfecund, sterile, menopausal 25 23 30 15
Fear of side effects 13 15 18 13
Husband forbids e 1 0 S
Sexually inactive 4 1 2 1
Desire pregnancy :17: 18 16 #20,;
Religious taboo's -0 e 5 - 0 03
Other 3 7 3 5 B 8
Don't know, unsure 2 6. 0 15
Total 1000, 100: 100 . 100
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ffdld not use any contraceptlon because they were currently pregnant or
had recently given a birth prior to the interview and were probably
st111 experiencing postpartum amenorrhea. Approximately another one-
'fpurth did not use any contraception because they considered themselves
'éither subfecund or totally infecund (for a variety of reasons including
meﬁdpauée). These two categories of responses already account for
slightly more than half of the non-contraceptive users for the whole
country, and almost one half for the southern region. Differences are
apparent by religion. More than 60 pércent of Moslem women expressed
other reasons for not using contracepﬁion while almost 60 percent of
Buddhists fell in the two previously mentioned response categories,
Perhaps due to the generally greater desire for additional children,
more Moslems than Buddhists did not use contraception because they %

wanted to become pregnant again.

Interestingly enough, no Buddhist respondent cited religious taboos
against the use of contraception as the first reason for non-use and
oﬁiy a small proportion (3 percent) of Moslem women did so. Religious
beliefs may possibly underly the higher proportions of Moslems than
Buddhists who indicated that they "don't know" or are "not sure" why
they are not using contraception but this is unfortunately not possible
to ascertain from the present data. The present data suggest religious
opposition to family planning is not a serious problems although it
should be noted that no specific probe on this matter was made. The
fact that more Moslems were included in the residual "other" category
may reflect some social or cultural barriers but this cannot be explored
in the present data.9 Also, perhaps due to their lesser actual experience
with contraception, Moslems are less likely than Buddhists to cite side

effects as the first reason for not using contraception.

One reason for lower contraceptive use in the South generally as
well as among Moslems in particular may be the higher fertility preferences

'Qf EOuthern women and especially Moslems. Thus it is interesting to

9Slnce responses were precoded in the questionnaire it is not possible
to examine what reasons were given by respondents in the "other" category.
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examine contraceptive use according to desire for more children. Generally
women who wish no more children are expected to be more interested in
practicing contraception than are women wanting more children although
among the latter group contraception might also be practiced to space
births. Since a lower proportion of women in the South compared to the
national sample, and since within the rural South a lower proportion of
Moslem women than Buddhist women indicated they wanted no more children,

we would expect less interest in contraception in the South and especially
among the Moslems. Results presented’ih Table 16, however, indicated

that southern women compared to the national sample and Moslems compared

to Buddhists in the rural South are less likely to practice contraception
regardless of whether or not they want more children. Among both religious
groups contraceptive practice is mbre common among women wanting no more
children although for Moslems the difference is far less pronounced.

This suggests that spacing is almost as important a reason for contra-

cepting as is limiting births for Moslems.

From the perspective of the National Family Planning Programme, it
is useful to know the proportion of the population that is potentially
in need of family planning methods but is not using them. Various
definitions of unmet need for family planning services have been proposed.
In the final report of CPS2, an attempt was made to measure unmet need
both in terms of child spacing and limiting of family size. The South
was found to be characterized by the h.ghest incidences of unmet need
fof child spacing and for spacing and limiting combined of all regions
including that of the Northeast, the region where most attention for
meeting family planning needs has been focused recently (Kamnuansilpa
and Chamratrithirong, 1982: Figure 5.6 p. 49). It should be noted here
that the measure of unmet need in that report liberally defines the
demand for child spacing by including women who wish to postpone their
next birth by only a short period of time as well as by longer periods.
Nevertheless, the considerably higher level of unmet need for the South
as so defined suggests that the South also merits special attention from
the national program. Although demographically fertility decline in the
Northeast will have more impact on the national level than fertility

decline in the South, special efforts to meet family planning needs in
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Table 16

* Percent Using Contraception by ﬁesire for Additional Children,
Currently Married Women 15-49 years

Rural South

All Methods National South Buddhist Moslem
Want more 41 28 25 17.
Want no more 64 51 54 24
Uncertain méﬁ; (8) - -

Efficient Methods

Want more 36 20 25 9
Want no more 61 41 46 13

Uncertain 39 (8)2 - -

®Results in parentheses are basedion 10-~19 cases, results in less than 10
cases are omitted, - S S
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the South are also very 1mportant to terms of their: pol1t1ca1 1mp11cat10n
g1ven the common percept1on among Southerners and part1cu1arly Msolems

that the1r interests are less well served than reg1ona1 interests elsewhere.

‘ﬁin the present paper; we d0'not ettempt to present any single
measure of unmet-need. Rather we divide the populatlon into various
'categorles which are relevant for Judglng different aspects of potential
need for family planning services. 0bv1ous1y persons who are currently
pract1c1ng contraception are having their needs met although those us1ng
less eff1c1ent methods would beneflt from a switch to more efficient
methods. Thosa not uslng any methods, however, are not all in need of
contraception. Women who are infecund (or whose husband is infecund),
‘women seeking to have another birth relatively soon, and women who are
currently pregnant are not in need of contraception at least at that
point of time. Women who are experiencing temporary postpartum 1nfecund1ty
are also not in immediate need of contraception although the uncertainty
of when their fecundity will return makes their situation somewhat
. ambiguous.“In contrast, women wanting more children but who'wish to
,delay‘their'next birth as well as women who wish to have no more children
: presumably need contraception if they are not already practicing birth
eontrol. Among non-users in the latter category, a distinction can be
»mede concerning those women of provenfrecent_fecnndity (defined as
"having recently had a birth) and those who a?pear not to have children
'desPite non-use of birth control.;.Presnmahly those in the former category

“ are in more need of contrqoeption than those in the latter category.

’}An‘attempt to approxrmetettheseidifferent contraceptive need statuses
1s presented in Table 17. Information on postpartum infecundity is not
avallable and thus this category is not included. An additional eategory,
however,whasvbeen.added to accommodate the small number of women who
wereﬁnot\nsing'eontraception, were not pregnant, did not consider themSelves
infecund but were uncertain if they wanted more children. Their,poSitidn,

regarding need for contraception is ambiguous.
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Téble 17

Percent.Distribution of Status w1th Regards to‘Potentlal Need for Contra—'
,ceptlon, Currently Marrled Wbmen 15-49 Years' ‘

Need Status® " National

Currently using

- more efficient method 32 32 10
less efficient method 4 9 10
Currently pregnant 8 9 10
Infecund ’ 5 '8 8
Uncertain about desire for more chlldrent w1 v 1 3
Wants more children e ‘ '
within next 2 years 97 9 12
‘ after next 2 years ‘5 9 24
Wants no more children o o
had no birth within 5 years: 7 .6 7
married or had 9 13- 17
Total :100- 100 .100 100

®Each category takes precendence over'all subsequent categories..
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As already discussed above, contraceptive prevalence is lower in

.the South than elsewhere and lower among Moslems than Buddhists in the
ruralASouth Moreover, more of the contraceptive use in the South than
inbthe sahple as a whole and more,among,Moslems than Buddhists is
attributable to less efficient methods shggesting that there is room for
improving the extent to which contraceptive needs are met even among
contraceptive users particularly in the South and especially among
Moslems. Non-users who are either infecund, pregnant or wish to have a
birth relatively quickly (defined as within two years) represent from 22
percent of currently married women in-the reproductive ages nationally

to .30 percent of southern rural Moslem women. These women are presumably
not in heed of contraception at the time the survey took place. Although
nationally only a small proportion of women (5%) were not using contra-
‘ceptioh but wanted to delay their next birth for at least two years,
almost one fourth of Moslem women in the rural South are in this category.
This.suggests that in the South and particularly among Moslems there is
substantial potential need for contraception to enable couples to effect
their preference for widely spaced births. An equal proportion of
Moslem women 5lso indicated they wished no more children but were not
‘practicing contraception and most of these women were of proven recent
fertility in the sense they had experienced a birth during five years:
prior to the survey.10 Thus almost half of all Moslem women in the

rural South appear potentially to need contraception for either spacing
or limiting purposes but are not currently practicing a method. In
contrast less than 30 percent of Buddhist women in the rural South seem
to have an unmet need for contraception (9 percent of spacing and 19
percent for limiting with most of the latter being of proven reoent_h
fertility). However, higher proportions of Buddhists in the rurai'gouth‘

appear to have an unmet need for family planning methods than is the

10Some of those who had no birth in the last 5 years may have practiced
contraception during that time or had an abortion and thus may be as
fecund as those who did experience a birth. We have not tried to
sort this out in detail and the distinction between those with and
without a birth in the last five years is intended only as a rough
approximation of relative fecundity.
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case nationally Unmet need for contraception therefore appears to be
greater 1n the South than elsewhere and especially large among Moslems.

'This does not necessarily mean that southern women and Moslems in particular
:w111 be more receptive to the National Family Planning Programme in the
;future than “they have been so far. Our classification of potential need
does not take 1nto account how much importance the respondents themselves
attach to spac1ng or limiting births. The intensity of feeling about

such matters may differ considerably between religious groups. Data
fromiCBSZ are not adequate for evaluating this. Future research could

weii foeus on this topic.

With respect to where respondents said they would seek health care
in the event a household member was sick, we have already seen respondents
in the South both Buddhist and Moslem, were likely to choose a government
'health outlet. Information on the source of services or supply was also
{asked in CPS2 to respondents who were currently using a contraceptive
,method that required a source of supply or serV1ce The results as
‘shown in Table 18 clearly indicate that government outlets are the main
‘source for contraceptive methods requiring a supply or service nationally,
1n the South among both religious groups. Indeed government outlets
aceount for an even higher proportion of contraceptive supply and service
in_the South than nationally, and within the rural South equally for the
two religions. ’These results suggest that women, regardless of religion,
uho}chose'to use such methods do not hesitate to obtain them from the
National Family Planning Programme. The lower use of hospitals among
‘ Moslems compared to Buddhists as a source of family planning probably
reflects their very low use of sterilization, a method frequently obtained

in hospitals.

In interpreting Table 18, it must be kept in mind that a substantial
proportion of southern women and particularly Moslem women who use ‘:
contraception rely on mehtods which do not require a supply or;serviee
(primarily withdrawal). Thus the proportion who obtain their contraceptive
method from a government outlet would be substantially lower if all
eontraceptive users served as the basis of this determination. If we

consider non-supply and non-service methods in the calculation then a
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" Table 18

Percent Distribution of Source of Contraceptive Method for Current
Users of Methods Requiring a Source of Supply or Service

Rural South

Type of Outlet ' Natfonal South Buddhist Moslem
Tambol Health Center 18 23 24 30
District Health Center -3 20 24 33
Hospital 50 37 38 22.
Private Clinic 8 -9 7 4
Drugstore 12 5, 2 4
Mobile Unit 2 0 0 L0
MCH Center B °5 6 2 =7
Government Health Volunteerl' s 0 1 -0
Other 2 e 10
Total 1000 100 100 ‘100
All Government Outlets® 3?85i ‘RE 90 §93;

Government outlets . include tambol health centers, district health
_ centers, hospitals, mobile units, MCH’ ‘centers and government health
‘volunteers.
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sharp rellglous -difference 1s apparent in the source of contraception:

iless than' half of Moslem current users obta1n the1r' ‘thod from government

‘outlets compared to Just over three-fouy hs of Buddhlst women 1n the
lrural‘South.

: ’rom‘tne present data set it is not possible to determlne why
Moslem ccntraceptlve users are more likely to rely on non-modern methods,
espec1a11y withdrawal, than are Buddh1st users. Perhaps there is 81mp1y
a cultural preference for a method wh1ch is easily available, very
pr1vate and gives the male the dom1nant role. However, the poss1b111ty
that Moslems are reluctant to utilize the government outlets because
they identify the Family Planning Programme with the central government
and hence the Buddhist majority and therefore turn to methods that
require no service or supply cannot be ignored but would require other

data than available in CPS2 for verification.

From the point of view of population policy, a particularly relevant
question is whether the lower use among southern Moslems compared to
Southern Buddhists is attributable to less access to outlets of the
National Family Planning Program and whether or not improving access to
outlets would increase substantially contraceptive prevalence, In this
connection it is worth noting that the ratio of married women in the
reproductive ages to health and midwifery centers (the two most common
types of local outlets) is more favourable in the South than in any
other region. Moreover, on a provincial level in the South, there is no
substantial correlation between this ratio and family planning achievement

(Research and Evaluation Unit, National Family Planning Program, 1983).

Data are available from the 1981 village questlonnalre admlnlstered
by the National Statistical Office on whether or not a health center was

vpresent in the village.11 This information was added to our data set

1A con51derab1y higher proportion of villages, especially Moslem
Villages, reported having a health center than would be expected by
chance. The explanation for this is unknown but might result from
village headmen liberally interpreting what qualified as within the
village. For example, some might have indicated the presence of a
health center as if it was in the village whea in fact it was nearby

but not strictly within village boundarie:.
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for the same v1ilages 1n the South for which data on religion has been
added It 1s thus p0851b1e to examine contraceptive prevalence for each
religious group according to whether or not there is a health center in
the village. Unfortunately no information is available on how far the
nearest center was if none was present in the village. Results are
presented in Table 19 hoth in terms of the percent ever using contraception
and the perceht currently using. Moreover, use of any method, any |
efficient methods, and pill only are distinguished since the national
program is primarily limited to promoting vhat we have labelled efficient
methods (plus the condom) and most local health centers are limited to
providing the pill only.

In terms of ever use of contraception, Buddhists living in southern
villages with a health center are more likely to have practiced contra-
ception than Buddhists in villages without a health center. Moreover,
the difference is entirely due to differences in the percent who ever ;
used the pill (as indicated by the fact that the difference between
villages with and without health centers in the percent who ever used

“the pill--9 percentages points -- is exactly the same as the difference
in use of all methods collectively). Interestingly for Moslems, while
_the presence of a health center is associated with slightly higher
percentages reporting ever use of any method, this is not the result of
a higher probability of ever use of either efficient methods of contra-
ception or use of the pill but rather of traditional methods. The
presence of a health center in Moslem villages appears to be assoc1ated

“if at all, with lower levels of ever use of the pill.

In terms of current use, the pattern is virtually unchanged for
:Moslems with the presence of a health center not associated with increased
_use of the pill or of efficient methods in general. For Buddhists,
khigher prevalence rates in terms of efficient methods taken collectively
are associated with the presence of a health center but surprisingly
almost no difference is evident in pill use. Possibly the presence of a
health center is instrumental in leading to ini“ial acceptance of contra-

ception jin the form of pills, the major method offered by local health
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Table 19

Percent Ever Used Contraception and Percent: Currently Using Contraception a.
According to the Presence or Absence of Government Health Center in Village Yy
Rural South Only - Women 15-49 Years

, . Buddhist - Moslem.
Without  With sWithout -With
Ever Used ‘Center  Center Center = Center
(Among ever-married women) ‘
Any method ' 58 67 43 48
Efficient method 49 59 25 20
Pill only 28 - 37. 18 -'13
Number of Women 307 165 ‘119 141
Currently Using
(Among currently married’ women) , , N ;
Any method 42 53 17 22,
. Efficient method 35 45 12 9
Pill only o 10 11 5 33
Number of Women 288 156} 110' ;130

The presence or absence of a health center in the village was obtained from
" the National- Statistical Office 1981 Village Survey Data.
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centers. but after a time acceptors switch to'other methods, .such as’
sterilization,which‘are;more;pe:manent;?perhapsigncdu;aged&by the health

center,stéff.

These finﬁings"suggest that while increased availability of modern
contfaception may help increase prevalence among southern Buddhists, the
lack of availability does not seem to be a key factor underlying low
levels of practice among Moslems. Even when a health center and thus an
outlet for pills and a referral sourcéyfor other methods is present in
the village, levels of use of modern @ethods are not higher than in
villages where no outlet is present. The problem among Moslems thus
appears to be lack of demand for rather than of supply of modern methods.
Given the potential importance of this finding future research should
explore the association between availability and prevalence for thé tvio
religious groups more fully especially given the small number of cases
upon which the present findings are based and the crude measure of

availability used.
Conclusions

As indicated above, because of‘limitatibnq;ofﬂsample size as well.
as the restriction of Buddhist-Moslem comparisons to the rural South,
results presented in the present paper should be interpreted con-
servatively and cautiously. Nevertheless, several conclusions seem
reasonably justified. Within the rural South, Moslem women compared to
Buddhists marry at an earlier age (although their age at first marriage
appears to be increasing faster than for Buddhists), are characterized
by higher current fertility, have a more limited knowledge of most
contraceptive methods, practice contraception considerably less, rely
more on non-modern methods, especially withdrawal, and appear to have a
larger unmet need for family planning services particularly for spacing
births. Attitudes are generally favourable towards family planning
among the large majority of both Moslems and Buddhists in the rural
South and government outlets are the primary source for women in both
1 grohps who practice a contraceptive method requiring a source of supply

or service. Evidence on fertility preferences, while not completely
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consistent, appear to point to a preference for more children among
Hoéiems than Buddhists especially in terms of lower proportions indicating
a wish to stop childbearing at their prééent stage of family building.
Considerable interest in spacing births is evident for both religious
groups although even more so aqong‘ﬂoslems than Buddhists.

Women in the South overall also differ in a number of these same
ways from women nationally, undoubtedly in part because of the higher
representation of Moslems in the Soutﬁ_but also because southern Buddhists
differ from the national population iﬁ many of the same respects that
Moslems differ from Buddhists in the rural South. Thus in comparison to
the nafional average, rural southern Buddhist women have higher fertility
preferences but more interest in birth spacing, experience higher current
fergility, practice family planning less and have a larger unmet need
fdrfcontraceptive methods. They do not differ markedly, however, with
respect to age at marriage or knowledge of contraception. Moreover,
Both_southern Buddhists and Moslems rely more heavily on traditional
fmethods of birth control, especially withdrawal, than couples in the

rest of the country.

While the data from CPS2, are limited in the extent to which they
indicate why there are such pronounced differences between Buddhists and
Moslems in the rural South or why the South lags behind other regions in
contraceptive prevalence and fertility reduction, they at least give a
reasonably clear picture of some important dimensions of the differences
in family planning and reproductive behaviour as of 1981. They indicate
for example that the lag in prevalence between the South and the rest of
Thailand is about equally attributable to Buddists and Moslems and thus
that any effort to raise prevalence to the national level would do well
to focus on both groups. A greater per capita effort for moslems,
however, seems appropriate given that they account for fully one half of
the lag but constitute only a quarter of the southern populatioh. The
data in themselves do not point to any insurmountable barriers towards
increased use of contraception in the South among women of either religion
but do suggest that higher fertility preferences may eventually set q‘
lower limit on the extent of contraceptive prevalence in the region'
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compared to: elsewhere. Fertility preferences, however, are not necessar1ly .
1stat1c and could fall more in line with the rest of the Thai populat1on -
in the not tooedlstant future. On the other hand there may be important
harriers to the adoption of contraception or to the acceptanee of ser#ices
~ from the government program which the CPS2 questionnaire or, for that
matter, the survey approach in general, is unable to identify. Clearly
surveys more specifically designed to probe this area inquiry as well as
alternative research approachs to the survey would be useful in further
examining fertility and family plannlng behaviour and attitudes in the.

-South and the differences between Buddhists and Moslems in partlcular.

One finding of the CPS2 that would be particularly worth pursuing
is the apparent interest in birth spacing, especially among Moslems but
also among southern Buddhists. In general, the national programme tends
to emphasize the importance of family planning for limiting family size
in its slogans and messages. Perhaps Moslems would be more receptive if
emphasis were placed instead on the contribution of family planning
methods to facilitating birth spacing. This is at least a possibility

that merits careful attention.

49



APPENDIX
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